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wus flammeus treated with grens rays 


Dermatologists have been looking for the information and 
orientation whicl new monograph provides It fully 
explains the principles, methods and uses of grenz ray therapy 


and clearly detine Its pote 


It becomes evice from the detailed discussion that grenz 
ray therapy ha detinite place in climeal medicine today 
the penetration of grenz rays Can now be minutely controlled ; 
diversification of dosage is available for individual layers of 
the skin; minimal cumulation permits repeated exposure in 
order to reach the therapeutic goal; with grenz rays there 
is no epilation rior danger of real roentgen ulcer; 
tissue can be 


healthy 
protected: the therapeuty ratio is about 
ten times large or grenz rays than for x-rays 


Phe recommendation concerning treatment are specific 
throughout and given for the individual diseases in the exten 
ive clineal section, and in Dr. Combe l-page chapter on 


kin disease 


216 pages, 62 illustrations, bibliography, index $8.50 


JUST PUBLISHED 


up-to-date presentation 
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acetate topical ointment 


A PFIZER SYNTEX PRODUCT 


& Co., Ine, 


Brooklyn 6, New York 


a 
twice daily, for seven days. 
Pfizer) | 
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““World leader in hair research” 


CONSTANT RESEARCH. Again in 1954, more 
than 27 million American women who home wave 
each year will benefit from one of the most extensive 
research programs in cosmetic history. ‘This year 
alone, The Toni Company will spend approximately 
one million dollars financing studies in its own lab- 
oratories and beauty clinic, in outside medical in- 
stitutions and independent research firms. Its re- 
search activities are the largest in the world devoted 
to the study of cosmetic products for use on human 
hair and skin. Over 100 ‘Toni scientists are constantly 
at work to insure medical, chemical and physical 
efficacy of products, as well as to maintain high 


standards of product uniformity and purity. 


QUALITY CONTROL. Rigid manufacturing con- 
trols, supervised by laboratory personnel, assure 
maintenance of strict quality standards established 
by the research division. This rigid adherence to 
uniform product qualities guarantees the consumer 


uniform product performance. 


USED 200,000,000 TIMES. ‘To date, more than 
200,000,000 ‘Toni Company home permanents have 
been used by American women. ‘They find that 
Toni’s gentle-action formulae give soft, easy-to- 
manage, long-lasting waves—waves that feel and 
behave like naturally curly hair. 


THE 


MEDICAL COMPANY 


Makers of Toni, Tonette, Bobbi, Prom and 
Children’s Prom, all accepted by the Committee on 
Cosmetics of The American Medical Association, 
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in treating summer dermatitis! 
POISON IVY * SUNBURN © PRICKLY HEAT ¢ RASHES 


play safe ... guard 
against overtreatment or 
therapeutic dermatitis . . . 


R, AVEENO* Colloid Baths 


soothing relief-promoting 


~  *AVEENO Colloidal Oatmeal! 
is available in 18 oz. and 4 Ib. packages 


- 
Also available .. ~ 
AVEENO 
SKIN CLEANSER REFERENCES: 1 James, G. W., ‘Therapeutic. Dermatitis’, N.C. 
To Cleanse Med. J,,14,7,276, 1953. 2 Kierland, R.R. and Ede, M., ‘New Type 
Sensitive Skin of Colloid Bath", A.M.A. Arch. of Derm. & Syph., 63,4,602, 1961. 


AVEENO CORPORATION 250 W. 57th Street, New York 19, N.Y. 
. Distributors E. Fougera & Co., Inc., New York 13, N, Y. 
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if these hurt her hands... 


— 


detergents 


Doctor, here is the ideal solution to the dishwashing problem of your 
sensitive-skin patient. The nationally known QUIK-SUDS Semi-Automatic Dishwasher 
enables her to wash dishes without her hands touching water, soap or detergents. 
All she does is place her dishes in a rack; press the button for foamy suds; 
release for a stream of clear, hot rinse water. Dishes dry sparkling clean right in the 
rack. QUIK-SUDS does pots and pans too without pre-rinsing or scraping. Popular 

with all women and indispensable for the 
woman with skin problems, the QUIK-SUDS 
dishwasher is being recommended by more 
and more dermatologists. It sells for 

only $7.95 at leading department 


or housewares stores. 


Literature 
on Request 


OSROW PRODUCTS CO. INC. + 95-10 218th ST. * QUEENS VILLAGE 29, N. Y. 
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*Ref.: Kurtin, A. “Corrective 
Surgical Planing of Skin,” Octo- 
her 1953, Arch. Dermat. & 


if ] Syphil. 

| } | 
Shown at the scientific exhibit 
of the American Academy of 


Dermatology and Syphilology, 
Palmer House, Chicago, Illi- 
nois, December 5-10, 1953 


For The Most Exciting Dermatological 
Development In Surgical Scar Therapy 


KURTIN ORIGINAL CORRECTIVE SURGICAL PLANING equipment 
specifically developed by the ROBBINS INSTRUMENTS COMPANY for 
removal of acne scars, traumatic scars and other skin defects.* 


This procedure makes possible for the physician to perform, in his own office, simple 
and rapid skin surgery—under refrigeration through an accelerated evaporization 
of ethyl chloride and a power-actuated abrasion with high speed KURTIN Planing 
Brushes. 


Kurtin Plastic Planer,+ 


Model 200, is a precision in- 


strument engineered for the 


accurate execution of the 
and 


comes complete with a set of 


described 


technique 


authentic Kurtin Planing 


Brushes and Accessories. 


Model C 


Kurtin Plastic 


Kurtin Blower,* 


(used with 


Planer) supplies a controlled 


flow of air for refrigeration 


with ethyl chloride which 


produces anesthesia with 


rigidity and bloodless skin. 


Also supplied for Kurtin technique are 
PRECHILLING PACKS and PHYSICIANS FACE SHIELDS 


Kurtin Corrective Surgical Planing Equipment is sold and serviced by us exclusively 
and is not available through supply outlets. We welcome inquiries from the medical 
profession and stand prepared to assist the physician interested in the Kurtin abrasion 


technique. 
ROBBINS INSTRUMENTS COMPANY 
520 Fifth Avenue New York 36, U. S. A. 


Development, Manufacture and Sale of Dermatological and Medical Specialties 
+ Registered Trade Names 
Patent Applied For 
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more and more dermatologists 
are recommending 


*Trade-mark 


Oilatum® Soap’s rapid acceptance by the Medical Profession is 
the direct result of its outstanding advantages: 


Effectively helps prevent skin damage 

Superoiled (not superfatted) to minimize “drying” 
Rich, pleasant, oil-laden lather, even in hard water 
Fine for infant care 

Convenient cake form 

Available scented or unscented 


Oilatum® Soap is one of over thirty specialized ethical STIEFEL 
Soap products. 


Send for literature reprints and clinical trial supply. 


STIEFEL Medicinal Soaps - Oak Hill, NY. us.a 


Now in our (04th year of service to the Medical Profession. 
Sole Canadian distributor, Winley-Morris Company, Montreal 
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“Practically all that is known about the scalp and the scalp hair is 
reviewed briefly or thoroughly in this excellent volume.” 
—ARCHIVES OF DERMATOLOGY AND SYPHILOLOGY 


Behrman’s 


THE SCALP 


IN HEALTH and DISEASE 


The reviewers of Dr. Behrman’s book have been unanimous with their approval 
and praise—and have certainly justified the act of adding to the literature at a time 
when so many books appear to compete for the reader’s time. 


Your reading time will be profitably spent with THE SCALP IN HEALTH 
AND DISEASE because the entire field is covered from the most benign to the most 
malignant skin condition as it relates to the scalp. The material is well arranged— 
easily readable—and the illustrations are copious. 


More comments from the reviewers: 


“The author of this very welcome addition to 
dermatologic literature is to be complimented in 
bringing together and organizing the various and 
sundry conditions to which the scalp is subject.” 

—N. Y. STATE JOURNAL OF MEDICINE 


“It is probably one of the best prepared books 
that I have ever seen.”—A.M.J., M.D., in GP 


“Dr. Behrman writes on man’s biggest headache 

his scalp. Discussed are: embryology, anatomy 
and physiology; normal scalp and hair prepara- 
tions; alopecia; the seborrheic diseases; various 
types of infections; scalp disorders of psychogenic 


origin; scalp involvement from skin diseases and 
from systemic diseases; new growths. There is a 
full appendix of scalp preparations. This book 
should be helpful for solving man’s greatest head- 
ache.” 

PENNSYLVANIA MEDICAL JOURNAL 
“It is not an exaggeration to say that this book is 
a product of which American dermatology may 
well be proud. . . . It deserves the highest com- 
mendation to all members of the profession and 
will undoubtedly become the standard in_ this 
field.”°—-THE MILITARY SURGEON 


By HOWARD T. BEHRMAN, A.B., M.D., Assistant Clinical Professor of Dermatology, New 
York University Post-Graduate Medical School. 


566 Pages 


312 Illustrations 


Price, $12.75 


Onder 


Please send me 


Behrman’s THE 


Name 


Address 


AotD 


Enclosed find check 


The C. V. MOSBY Company, 3207 Washington Blvd 
St. Louis 3, Missouri. 


SCALP IN HEALTH AND DISEASE $12.75 


Charge my account 
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Oh, Doctor, don’t tell me 


my face isn’t clean! 


z J erhaps you have heard a statement like this from women who 
O° y)take great care in applying their make-up, but far less 
pains in removing it. Naturally, this careless cleansing can, 
in time, leave its mark on their complexions. But 
every day, more and more women—some of whom may have 
come to you for advice—are discovering that the 
basis of true beauty care is a proper twice-a-day 
cleansing with plenty of water and a mild 
soap. Camay, The Soap of Beautiful Women, 
is mild and gentle, designed especially 
for just such beauty care. Yet, though 
Camay is truly mild, it does a thorough job 
of cleansing. You will be interested to know 
that Camay has been tested under controlled 


clinical conditions by a group of dermatologists. 


These experts supervised tests in which & 
amay 


Camay was used for regular cleansing on the 
complexions of more than a hundred women. 

In almost every case, results proved that changing 
to regular care with Camay was beneficial. 

These dermatologists concluded: “‘Camay is really 


mild ... it cleansed without irritation.” 


The Soap of 
Beautiful Women 
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TREATMASTER 


Variety of models 


Most modern oil-cooled shockproof self-contained 
X-ray head pioneered by Universal and now commonly 
accepted as the finest type of construction. 

No special wiring required — just plug into ordinary 
A.C. line. 

Compact, wide, low table — full length — padded for 
comfort. 

Perfect balance of X-ray — easy and positive adjust- 
ment to any position. 


High output—fine quality of Radiation. 

More maneuverability — dependable — safe — shock- 
proof. 

Foolproof, accurate, single pointer synchronous electric 


available. 


The NEW TREATMASTER will do more... longer... better NOW 


than ever 
al FOR FREE LITERATURE. 
X-RAY PRODUCTS, Inc. UNIVERSAL X-ray Products, Inc. 


1140 N. Western Ave., Chicago 22, IW. 


timer. 
Interchangeable plastic-tipped and all metal cones dA 


For 25 years makers of Master Series 

X-ray equipment used by leading pro- Mail more information on 

fessional men throughout the world. TREATMASTER. 5-54 
Name 


Address 


City.______ Zone___ State 


NOW FINE GRENZ or X-RAY Therapy ‘ 
IS THE BEST TYPE SKIN THERAPY UNIT . 
| Ask any of the many users... - 
ps 
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when dermatoses 
cause social confinement 
ALMAy tar bath 
speeds relief 


Immediate remission... 


for the pruritus that accompanies most 
dermatological disturbances. 


Promotes healing... 
through stimulating action. 


therapeutically effective in 


atopic dermatitis, eczematous dermatoses, pruritus, 
psoriasis, seborrheic dermatitis. 


esthetically acceptable 
will not discolor skin, hair or bathtub. 


ALMAN 
TAR BATH 


contains Juniper Tar (Oil of Cade) ina 
water-miscible base. Body should be submerged for 
about 10 minutes in a tub of water containing two to 
four tablespoonfuls of Almay Tar Bath. Room and 
water should be at body temperature... 


Supplied... 8 fl. 0z., qt., gal. 


JUNIPER TAR OINTMENT ...4% Oil of Cade in bland base... 1 oz. tube, 4 oz. & 1 Jb. jar 
ALMAY TAR SHAMPOO ...4% Oil of Cade in mild shampoo...bottles 8 fl. oz, qt. 


also AtNitAw crude coal tar products... 


COAL TAR SOLUTION, N.F. bottles 4 fl. oz., 8 fl. 0z., gal. 


for full descriptive literature and tar bath samples write 
AAT _ Pitsion of Schiefein & Co., 28 Cooper Square, New York 3, ¥. 


ALMAY hypoallergenic beauty aids for the woman who is allergic or has sensitive skin. Skin Care 
essentials, make-up aids ... hair care... hand and nail care... Write for full literature. 
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- +. you mean I may actually try before | buy?” Many patients respond 


in that pleased, surprised manner when cosmetics by Beauty Counselor are recommended. 


These hypo-allergenic skin care and make- 


up preparations offer women a unique “try-before-you- 


buy” service in the home .. . enabling them to find the 


correct products for their type of skin without the waste 


of time, money or effort this frequently involves. 


Perhaps your wife would enjoy having this 


experience. If so, we would be pleased to arrange a home 


demonstration for her whenever convenient. There is no 


obligation, of course. 


If you are not acquainted with our prod. 


ucts, why not study our confidential formulas? To receive 


The “try-before-you-buy” home service. 


them, just detach and mail the Under the guidance of a trained Beauty Coun 


selor, the cosmetics are applied hygienically 
and with the utmost subtlety. There is no charge 


coupon provided here. 


for this service. 


For the doctor... and the doctor's wife 


BEAL TY COUNSELORS, Ine., D-5 
Grosse Pte. 24, Mich. 


L_] Please arrange a home demonstration, without 


obligation, for my wife 


LJ Please send me your qualitative formulas 


OFFICE ADDRESS = 


c 
BEAUTY COUNSELORS IN sROGSE POINTE MICH WINDSOR ANADA ONOON ENGLAND ery ZONE 


USTOM-FITTED COSMETICS 


HOME ADDRESS 
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valuable as a cleanser for the skin of the new- 
born infant, especially the offspring of an 
allergic family, for the child suffering from 
infantile eczema, and for the delicate skin of 
the premature infant. Lowila Cake is also in- 
dicated as a cleanser for infants with “heat 
rash” or miliaria, and ammoniacal dermatitis. 
These observations by Drs. L. S. Nelson and A. V. Stoesser are reported 


in “Cleansing Agents —Irritating and Non-Irritating to the Skin’, 
published in the September-October 1953 issue of Annals of Allergy. 


Prescribe LOM ILA cake as a skin cleanser in allergic or 


Wy. Stwood 


Pharmaceuticals - 468 Dewitt Street, Buffalo 13, N-Y 


dermatitic conditions when soap irritates. 


LOWILA cake contains NO alkali—NO fatty acids — 
and NO perfumes. 


LOWILA cake maintains the normal “acid mantle” 
of the skin at pH 4.5-5.5. 


LOWILA cakeis the only lathering soapless 
skin cleanser in cake form. 


prints and samples on request 


DIVISION OF FOSTER MILBURN CO 
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MITES IN INDUSTRY 


BOYNTON H. BOOTH, M.D. 
AND 


ROLAND W. JONES, M.D. 
INDIANAPOLIS 


NDUSTRIAL dermatoses due to mites have not been reported frequently in the 
english literature. However, this infrequency of recorded cases does not indicate 
that mites are seldom instigators of pruriginous eruptions. Both a review of the 
literature and personal experiences suggest that there is no real scarcity of mite- 
caused dermatoses, but only an apparent paucity of such cases. We believe that there 
are numerous examples of acariasis in the United States, either in endemic or small 
epidemic foci. These cases would oceur most often among people whose occupations 
compel intimate contact with mite-infested materials, and in such persons a minor 
acarid eruption is probably not an uncommon occurrence, Such episodes are seldom 
reported ; indeed, they are not too frequently seen by physicians, for the individual’s 
past experience assures him that his dermatitis is limited. 

Secause such conditions prevail there are few summons for the physician's 
services. But we wish to emphasize that mites are nearly cosmopolitan in distri- 
bution, that they may parasitize almost any animal larger than they, and that they 
are very adaptable to adverse conditions. Man may be affected by mites because 
of certain industrial practices. His presence and/or his labor may result in a disturb 
ance of the natural balance, and an industrial mite-caused epidemic, limited only by 
the number of human hosts available, may occur. 

Such circumstances did obtain in the Midwest recently, when grain itch appeared 
in over 2,000 persons. During the investigations of that epidemic, we were fre 
quently asked by farmers about other mites that they had encountered. Frequently 
these queries concerned methods of protection. This paper will review the salient 
aspects of mite-caused dermatoses in industry and present additional facts concern 


ing grain itch and its prevention. 


RAT MITE DERMATITIS 


Dermatitis from the bite of the rat mite, Bdellonyssus bacoti Hirst, has had a 
short history in this country. It was first described by Bishopp in 1923. Dove and 
Shelmire in 1931 reported a widespread outbreak in Texas and suggested then that 
this mite was a factor in the spread of endemic typhus. The following year they 
submitted experimental evidence that the disease could be transferred from guinea 

From the Department of Dermatology and Syphilology of the Indianapolis General Hospital 
(Dr. John FE. Dalton, Chairman) 

Read at the Eleventh Annual Meeting of tl \merican Academy of Dermatology and 
Syphilology, Chicago, Dec. 9, 1952 
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pig to rat through the bite of this mite. Since then there have been scattered and 
infrequent reports of occupational rat mite dermatitis, both in this country and 
abroad. 

The eruption produced by the rat mite is not pathognomonic. It does display 
certain characteristics, however, that suggest a parasitic origin. These points include 
the primary lesions which may be either a wheal or a vesicle or an admixture of 
each, or even a combination urticovesicular efflorescence; a tendency to grouping 
of the lesions ; an asymmetrical distribution ; and a tendency toward more widespread 
involvement in the younger patients. The anamnesis here, as in other parasitic 
dermatoses, is of paramount importance in suggesting the diagnosis. A history of 
an abundance of rats in the neighborhood, especially if there has been some deratting 
procedure shortly before the onset of the rash, is noteworthy. The finding and identi- 
fication of the mites confirms the diagnosis. 

It can be seen from the above statement that no occupation would hold a 
monopoly on rat mite dermatitis. However, certain industries may more often be 
the site of outbreaks than others. Among those most likely to be the scene of such 
eruptions are groceries, markets, restaurants, and any other organizations in the 
vicinity of these industries. A decrease in the food supply for the rats and a sub- 
sequent migration in search of new sources, or deratting procedures may be respon- 
sible for the scattering of the mites. Since the mites do not remain on their natural 
hosts during their complete life cycle, but feed and drop off, numerous mites are left 
in need of new hosts when the rats either migrate or are killed. It is then that man 
becomes the facultative host of this mite and cases of rat mite dermatitis occur. The 
number of cases is limited only by the numbers of mites, the numbers of hosts 
available, the type and length of time of exposure, and suitable environmental 
conditions, 

FOWL MITE DERMATITIS 


\Ithough six mites have been incriminated as the cause of fowl mite dermatitis, 
Dermanyssus gallinae reigns as the chief culprit. | close second is Liponyssus 
sylviarum, ranging throughout the northern part of the United States and infesting 
various species of wild birds. D. gallinae has a world-wide distribution, parasitizing 
domestic birds, especially chickens and pigeons. 

lew reports of fowl mite dermatitis appear in medical records, more attention 
recently being directed to the possible role of the mite in the spread of encephalo- 
mivelitis. However, from our conversation with various farmers during investigation 
of the recent grain itch epidemic in the Midwest, we assume eruptions from the 
attack of fowl mites are not unusual. It was an oft-repeated statement of farmers 
that their wives frequently had “small red bumps” or “itching hives” after tending 
the chickens, and that oiling the crevices of the coops resulted in disappearance of 
the “little red bugs” and thereafter the skin eruption. In answer to the question 
whether they had consulted a physician for the disease, the response usually was that 
such was unnecessary since they already knew the cause and the remedy. 

The eruption can be described briefly. The exposed areas of the body are most 
often attacked, showing lesions varying from papules to urticarial wheals at the sites 
of the tissue fluid meal of the mite. Occasionally a severe folliculitis may appear. 


According to Oppenheim an allergic mechanism plays a part in determining the 


extent and severity of the reaction presented on the skin. 
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Although poultry raisers are most frequently affected, people in occupations 
entirely unrelated to the poultry industry may show the eruption. In their text 


Schwartz, Tulipan, and Peck report such an instance in which the source of the 


mites was pigeon nests outside a window. Browning states that the mites will travel 


from the outside of a building to the inside “. . . covering a fair distance. . . .”” From 


this statement it can readily be seen that few industries are entirely immune to this 


disease. 


In the last few years potentially greater economic importance has been associated 


with D. gallinae with the demonstration that it is a natural vector of eastern equine 


encephalomyelitis virus. Smith and his co-workers showed experimentally ihe per- 


sistence of the virus for a period of six months in a colony of mites, and also demon- 


strated transovarian passage of the virus. Reeves and his associates reported the 


western equine encephalomyelitis virus to be found in nature in L. sylviarum. 


Although the eruption per se is relatively simple to control when the diagnosis 


is established by the isolation and identification of the mite, the importance to indus- 


try has assumed greater proportions through these recent investigations. ‘The 


Taste 1.—Dermatoses Due to Various Mites 


Eruption Causative Mite 


Cheese mite dermatitis.......... Tyroglyphus siro 


Tyroglyphus longior 


COpre. Tyroglyphus longior var, castellanii 
Grocer’s iteh... Cilyciphagus domesticus 

Water iteh.... Rhizoglyphus parasiticus 

Onion mite dermatitis,.... Rhizoglyphus hyacinthi 


Pirila. 


* kKilpio and 


cutaneous manifestations may be the chief, or only, clue as to the spread of an 
epidemic of encephalomyelitis. 


DERMATOSES DUE TO TYROGLYPHID AND MISCELLANEOUS MITES 


The exact taxonomic placement of a group of mites producing a similar reaction 


on the human skin is as yet unsettled. In medical circles one may find them grouped 


as Tyroglyphid mites. To avoid confusion in this brief discussion, Table 1, listing 


the mites we are grouping, is presented. 


Some members of the Tyroglyphid group have so wide a range that they might 


almost be said to be universal in distribution. In spite of their widespread habitat, 


however, few reports of skin disease actually ascribed to them have appeared. This 


very fact has introduced several perplexing and, to the present, unsolved questions 


concerning the role of the mite in eruptions appearing after exposure to the acarids. 


Although a number of different entities from a causal point of view have been 


recorded, the cutaneous manifestations assume a similar pattern. The eruption 


usually deseribed is that of a contact dermatitis. The exposed areas are generally 


the first sites involved, showing an erythema with an admixture of minute papulo 


vesicles and pustules. Excoriations, eczematization, and occasionally pyoderma may 
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subsequently obtain. The eruption may be present in either an acute or a chronic 
form and as either circumscribed patches or diffuse coalescing areas with widespread 
involvement. 

There is no unanimity of opinion regarding the role of the mite in this derma- 
tosis. Indeed, there is even a question whether the mite plays a direct part in its 
causation. Although mites are usually considered to be instrumental, Pooman raises 
the challenge that the dust, breakdown products of the food on which the mites feed, 
and viruses present in the litter with the mites may be primary factors. Thomas 
also believes “mites or something in their debris’? must be considered. 

If the mites do initiate the efflorescence, do they act as primary irritants or 
sensitizing agents? Pooman and also Oppenheim and Vaglicht did not find any 
reaction on testing with mites and their associated foodstuffs. The latter authors 
stated that it 1s “necessary that there be a certain hypersensitivity to understand this 
mite dermatitis.” In contrast, Pirila, Thomas, Castellani, and Rokstad believe a 
primary irritant is the mechanism involved. According to Pawlosky and Stein, this 
irritant is probably found in the saliva. Anderson and Fishman reported a case in 
which the primary lesions were discrete erythematous papules, each with a small 
central vesicle, thus adding credence to the supposition that a salivary irritant must 
necessarily be considered. Forman * suggested that the saliva might act as a solvent 
of the horny layer of the skin with either the body hairs or the feces of the mite 
acting as an irritant factor. 

Many of the reported cases are of occupational origin with the diagnosis fairly 
obvious. The patients almost invariably described a dust on the products handled, 


and in this dust the acarids were easily found. 


TROMBICULID MITES 
Probably the most common occupational mite dermatosis in this country is that 
due to chiggers, or trombidiosis. This disease is not one that will be found frequently 
in medical periodicals because of its familiarity among the laity. 
In the United States three species of the more than 300 trombiculid mites 
described and classified are responsible for the majority of cases.  [Eutrombicula 


alfreddugesi and E. masoni have a fairly wide distribution throughout most of the 


country with the former having the more northern range. [*. batatas is restricted 


chiefly to southeastern United States, 

There is but one generation of chiggers each year normally, and of this gen- 
eration only the larval form is guilty of predaceous attacks on man. The season of 
larval activity varies with the climate, ranging from a minimum of two summer 
months in upper Minnesota and Michigan to the entire year in the southernmost 
part of the nation. 

Normally but a few occupations are habitually complicated by the ravages of 
this mite. Farmers, harvesters, hunters, and berry pickers, of necessity, are exposed 
most frequently to the more heavily infested type of terrain, Soldiers have been 
attacked often during the mobilization period of the last 15 years, the outbreaks 
heing chiefly of merely nuisance value. But during World War I] Philip reported 


* In discussion on Nixon, 1944. 
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over 16,000 casualties from scrub typhus in the southwest Pacific and southeast 
Indian theaters. The local chigger mites, Trombicula akamushi and T. deliensis, 
acting as vectors, were responsible for the epidemics. 

SARCOPTID MITES 


Scabies in the usual sense is not an uncommon disease. However the human 


type of case is rarely seen as of occupational origin. The animal type, on the other 


hand, may more often than not be directly associated with an industrial exposure. 


The sarcoptids responsible for scabies of man and transferable to man from 
animals are listed in Table 2. 

This list does not include other animal sarcoptids which have caused sarcoptosis 
in man, because the mites were not positively identified and classified. Also the 
names used here may not be in accordance with many texts. As one entomologist 


told us, “We entomologists delight in changing names.” 


TaBLie 2.—Sarcoptids Responsible for Scabies and Transferable from Man to Animals 


Mites Normal Host 

Sarcoptes seabiei var. hominis r Humans 
Sarcoptes seabiei var. bovis. , Cattle 
Sarcoptes seabiei var. equi Gerlach Horses 
Sarcoptes scabiei var. canis.... Sena Dogs 
Sarcoptes scabiei var. suis...... ‘ Swine 
Sarcoptes seabiei var. ovis Megnin ‘ Sheep 
Sarcoptes scabiel var. caprae Fiirstenburg Gieats 
Notoedres cati Hering eee ‘ Cats 
Notoedres cati var. cunieuli Gerlach.... Rabbits 
Notoedres muris Megnin Rats 
Knemidokoptes mutans Robin..... Rats 
Knemidokoptes laevis var. gallinue Railliet Poultry 


Human scabies requires no description in this treatise. The animal types present 
certain similar characteristics, whatever the origin. The eruption is usually confined 
to the exposed parts of the upper extremities ; it consists of very few and short or 
no cuniculi; it is often asymmetrical, and it is of short duration. The diagnosis rests 
on history and isolation of the mite from the animal contact. 

That animal scabies is a self-limited disease in man is an accepted fact. The 
explanation for such a phenomenon, however, is still unsettled. Many authorities 
consider the sareoptids of the various animals as morphologically identical with the 
itch mite of the human. Others state with equal definition that there are minute 
differences. Be that as it may, it is generally agreed that the mites do show a 
pronounced host specificity, which has led some to propose a biological difference 
if not an actual morphological distinetion 

As can be readily seen, animal scabies may often be directly concerned with 
industrial exposures, as in keepers of zoo animals, camel drivers, ete. The human 
type is more vaguely related to any particular occupation. Oppenheim declares 
that while human scabies seemed to be an industrial hazard among tailors, shoe 
makers, and bakers from 1918 to 1922, it could be due to the poor hygienic living 
conditions of the apprentices of these trades. Outbreaks amony service personnel 


could properly be termed occupational in origin. 
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Although treatment for scabies has undergone revision in recent years, the 
various modes of therapy have been widely circulated and require no additional 


discussion at this time. 


PYEMOTES (PEDICULOIDES) VENTRICOSUS 
Grain itch and acarodermatitis urticarioides are the terms most frequently used 
to designate the eruption caused by the attack of Pyemotes (Pediculoides) ventri- 
cosus. This mite parasitizes a broad range of insects, but its chief hosts are the 
Angoumois grain moth (Sitotroga cerealella Olivier) and the wheat jointworm 


MITES. 
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Fig. 1—A semidiagrammatic illustration of the life cycle of Pyemotes ventricosus and its 
insect hosts. The ravenous young female mites may attack man as a substitute host. 


(Harmolita tritici Fitch) (hig. 1). Pediculoides ventricosus is probably world wide 
in its distribution, Considerable literature has accumulated about grain itch, with the 
early history of the disease being reviewed in detail by Schamberg, Kittredge, and 
Idint. Numerous accounts of the eruption have been recorded from European coun- 
tries, the United States, Australia, North Africa, and Asia. The contactant materials 
most frequently noted have been grain (wheat and barley) and straw, but occasion- 
ally beans, peas, cottonseed, tobacco, hay, grass, and broomcorn have harbored the 
mite also. 

The persons affected by grain itch in Europe have included millers, bakers, 
farmers, grain handlers, granary workers, dock workers or unloaders, and tobacco 
workers. In France grain itch has been ruled to be an occupational accident and 
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hence compensable. In England workers have demanded extra pay for handling 


infested materials. In Australia chatf cutters and dock workers have been affected ; 
in Asia (Palestine) farmers, packers, and porters; in the United States, farmers 


engaged in harvesting and threshing, potters, packers, broom factory workers, and 


strawboard factory workers. 

Pyemotes ventricosus is believed to be the cause of dermatitis in linseed workers, 
and one of the mites inducing “water itch’? among coolies on the tea plantations. 
It may invade entomological laboratories, infesting entomologists and other workers. 


The urticovesicular eruption produced by the bite of Pyemotes ventricosus 


Pyemotes ventricosus was abundant and widespread in the Midwest in 1950 and 
1951, especially in the state of Indiana, after having been scarce for the previous 
40 vears. The number of mites diminished greatly in 1952, but infested wheat straw 
was still to be found in a few localities. 

Grain itch infestation occurs in the latitude of Indiana between the months of 
May and October. Although the eruption (lig. 2) 1s not common in the spring, we 
did observe several farmers and a construction crew of five who were infested from 
overwintered straw. In the case of the construction crew, mite-infested chatf from 
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the mow overhead sifted into their clothing as they were making repairs on the 
ground floor of a barn. One of the crew had over 500 bites and was too ill to work 
for several days. However, the major part of grain itch infestation on the farm 
occurs with the cutting and baling of straw in midsummer, and with the subsequent 
handling of the baled straw. 


Away from the farm, grain itch may occur wherever straw is employed. We 


found it to be a frequent occurrence at the various expositions for farm products, 


i. €., county and state fairs. Visitors to the fairs and stablemen for the animals on 
exhibition were infested through exposure to straw employed for animal bedding. 
Stablemen for racing stables were infested from the same source while caring for 
their horses. The mite was especially abundant in the straw at the Indiana State 
Fair in 1950 and 1951, attacking a great number of people. For the subsequent 
1952 State Fair, no straw was used for animal bedding, hay, wood shavings, and 
ground corn cobs being substituted. This was an effective control measure, as 


infestation was reduced to about 2% of that of the previous two years. The grain 


Taste 3—Number of Persons Infested with Grain Itch, 1950-1952 


Number 
Year Occupation Infested 


1950-1051 Strawboard factory workers, 120 
Farmers (harvesters, balers).... Many 
Farm youth (4-H elub members exhibiting animals at Indiana State Fair) 1,000) 
Stable hands, state fair employees, animal exhibitors, ete., at Indiana 
State Fair 


Strawboard faetory workers 
Farmers (harvesters, balers). 
‘Truckers 

Stable hands ‘ 
Construction workers,. 
(Carpenter veces 
Animal exhibitors at fairs...... 


itch which did oceur resulted from the accidental incorporation of wheat straw with 
the substitute bedding materials. 

The strawboard industry, using straw as one of the basic raw materials in the 
manufacture of paper, is perhaps the greatest organized industrial consumer of 
straw. Strawboard factories acquire and stockpile huge quantities of straw during 
the harvest season for use throughout the year. The factories in Indiana purchase 
wheat straw throughout the Midwest from Canada to the Gulf of Mexico, It was 
known in a general way that mite-infested straw came from a wide area (Indiana, 
Hlinois, Ohio, Arkansas, and some southern states), with the greatest amounts of 
had straw originating locally in the state of Indiana. 

The workers were attacked repeatedly by mites during the 1950 and 1951 harvest 
seasons as infested straw was acquired, and to a lesser extent in the spring and 
early summer as straw was removed from stock. Despite the discomfort, only one 
man in the three factories ceased working as a result of grain itch. However, there 
was general unrest, and two men were sufficiently ill to miss work. 

A list of persons whom we knew to have been infested with grain itch in the 
past three years appears in ‘Table 3. Those listed for 1950 and 1951 have been 
previously reported. Most of the information in this table was collected on trips to 
farms, fairs, and strawboard factories. Pyemotes ventricosus was not detected in 
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each individual case but was isolated frequently from wheat straw, by ourselves and 
others. A pruritic papulovesicular eruption occurring within a few hours after 
exposure to straw was considered most certainly to be grain itch. 

Treatment is directed toward the relief of itching as with other insect. bites. 
Antibiotics may be necessary if secondary infection arises through excoriation, 

The prophylaxis of grain itch by means of insect repellents is possible. During 
the last several years new repellents and toxicants for insects have been developed 
which have been demonstrated to give effective protection against a number of 
insects, including chiggers. Dr. W. C. McDuffie + of the United States Department 
of Agriculture, Bureau of Entomology and Plant Quarantine, Orlando, Fla., kindly 
supplied us with two experimental repellent mixtures to be given a trial as a prophy 
lactic for grain itch. Both were liquids which were to be diluted with water and 
impregnated in clothing for clinical use. One of these, mixture M-1960, contained 
equal parts of n-butyl-acetanilid, 2-butyl-2-ethyl-1,3-propanediol, and benzyl ben 
zoate, with 10% of an emulsifying agent. The other mixture, M-2059, contained in 
addition 1% of lindane. 

These repellents were made available to us in July, 1952. It was impossible to 
give them an extensive clinical trial against Pyemotes ventricosus in the 1952 
harvest season because of the small number of mites present. However, in the 
limited trial we were able to give these repellents, using ourselves as subjects, they 
afforded excellent protection. .\ brief account of our experience with them is as 
follows: 

Initially we (B. HE. Bo and R. W. J.) exposed ourselves for 50 minutes to straw 
heavily infested with Pyemotes ventricosus and received a total of 359 bites. \ week 
later, wearing the same clothing which had been impregnated with repellent in the 
interim, we reexposed ourselves to the same straw under nearly identical conditions, 
for the same length of time and received a total of just two bites. One set of clothing 
was impregnated with M-1960 and the other set with M-2059 

The number of bites from l’yemotes ventricosus depends upon the number of 
mites, the length and intimacy of exposure, and the temperature. All factors 
remained the same except the temperature, which was &4 F. on the first exposure 
and 77 FF. on the second exposure, both recordings far above the 60 F. critical 
temperature for activity and feeding of the mites. .\ farm youth served as a control, 
exposing himself in ordinary clothing on each occasion for 15 minutes and receiving 
numerous bites. He was an excellent indicator of the presence of Pyemotes ventri 
cosus, developing urticarial lesions within 10 minutes after exposure to the mites. 
We interpreted his shortened reaction time as a sensitization to the mites from 
many previous exposures. 

All the chemicals in these clothing repellent mixtures except lindane had been 
cleared toxicologically by the Armed Forces. In addition M-2059, which contains 
lindane as well as the other ingredients, was applied by us as a patch test to the 
forearm of 200 normal persons for 48 hours. The fluid concentrate was diluted 
1 part of repellent to 11 parts of water, as this was the strength with which the 
clothing was impregnated. From 200 initial patch tests there were no positive 
reactions. Retesting the same preparation on 119 persons three weeks after the 
initial experiment revealed only one reactor. Thus it appears that these repellents are 


+ Personal communication to the authors. 


bake 
e 
539 


M. A. ARCHIVES OF DERMATOLOGY AND SYPHILOLOGY 


not sensitizers, and from the limited clinical trial we were able to give them they 
gave effective protection. Compared to earlier attempts at prophylaxis with sulfur- 
impregnated clothing, M-1960 and M-2059 have the advantages of ease of applica- 
tion, a lower index of sensitivity, and an equal effectiveness. 


SUMMARY 


A summary of mite dermatoses as they effect industry, and additional data on 


the recent large grain itch epidemic in Indiana have been presented. There were only 


scattered wheat fields infested by Pyemotes ventricosus in 1952 as compared with 
the profuse infestation in 1950 and 1951. 

A type of clothing repellent which appears to give effective protection against 
Pyemotes ventricosus is described. 
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PERIPORITIS STAPHYLOGENES AND OTHER COMPLICATIONS 
OF MILIARIA IN INFANTS AND CHILDREN 
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Hie SUMMER of 1952 was a record year for elevated temperature and 

increased humidity. As a result of this climatic record, we observed an unusual 
increase in the cases of miliaria and its unusual complications. While prickly heat, 
or “heat rash,” is generally recognized as a trivial dermatosis, actually it is occasion- 
ally accompanied or followed by dangerous sequelae and diseomforting complica 
tions, Grulee and Rose | state the case: “While it does not lead to death, it certainly 
does prolong the state of malnutrition, and indirectly may cause a certain amount of 
infant mortality.” 

\ccordingly, this paper proposes to discuss briefly miliaria and two of its compli 
cations, namely: (1) the usual case of miliaria; (2) the moderately severe type of 
miliaria, and (3) severe complications of miliaria, namely periporitis staphylogenes, 


misnamed furunculosis, impetigo contagiosa, or pemphigus neonatorum 


INCIDENCE 


Miliaria, in the hospital nursery and at the home, is of such common frequency 
that it is considered a normal incident during hot weather. [t is the exceptional 
infant who does not present several lesions of maliaria during its infancy. Further 
more, these lesions may occur in midwinter as well as in summer. On the other hand, 
because the conditions causing them are largely environmental, there appear in the 


literature comparatively few statistics dealing specifically with the complications of 


miliaria, particularly periporitis staphylogenes, generally, but incorrectly, designated 


as “furunculosis.” However, it is our impression that the incidence of periporitis 
staphylogenes is fairly high in the newborn as well as in young and older infants 
Some authorities refer to the condition casually, while most pediatric texts denomi 
nate it “furunculosis,” describing it synonymously with a pustular affection of the 


pilosebaceous apparatus. 


ORDINARY MILD CASE OF MILIARIA 


The lesions of miliaria consist of minute, closely grouped vesicles or vesico 
papules upon an erythematous base. They may be located anywhere upon the skin 
and are frequent upon the chest, abdomen, the flexor surfaces of the upper and lower 
extremities, and the scalp. Sometimes the lesions become confluent, appearing as a 
continuous reddish plaque or plaques, which to the uninitiated may resemble a “toxic 
erythema.” 


rom the New York Medical College, Department of Dermatology and Syphilology and 


the Metropolitan Hospital, Department of Dermatology and Syphilology (Dr. Eugene Traub, 
Director), New York, and the Skin and Cancer Hospital (Dr. H. H. Perlman, Chief, Pediatric 
Dermatology Section), Philadelphia 
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MODERATELY SEVERE CASE OF MILIARIA 


In moderately severe miliaria the lesions are similar to those of the milder type 
deseribed above; however, in this condition a larger surface of the skin is covered. 
The redness may be acute, resembling a scald, although the epidermis is never 
denuded, Upon close inspection, the vesicles and vesicopapules may be seen. At 
times, the severer forms of miliaria may resemble the lesions of erythema multi- 
forme. Recently, one of us (H. P.) saw a child, aged 4 years, who presented bizarre 
polyeylic figures with distinctly raised urticarial wheals traceable to excessive 
sweating 

Sulzberger and his associates, at a recent meeting of the Society of Investigative 
Dermatology, May, 1953, described an experimint depicting the urticariogenic 
properties of sweat. 

excessive crying, restlessness, discomfort, and sleeplessness, with refusal to take 
nourishment, are commonly encountered among the infant subjects of the severer 
forms of prickly heat. 


PERIPORITIS STAPHYLOGENES 


Periporitis staphylogenes, which literally means an inflammation around. the 
sweat duct, is caused by the superimposed infection with Staphylococcus. [t is our 
opinion that this term is an excellent deseriptive one and should be retained in the 
literature. Lobitz* has suggested that the term “pustular syringitis” can be used 
from the histopathologic standpoint. It is deseribed as “furunculosis” by most Amer 
lean physicians, and is to be found also under that name in medical textbooks and 
in the literature. However, the condition is not related to the pathology of the 
sebaceous gland and ducts, as is the true furuncle. It is a dysfunction involving the 
eccrine apparatus (sweat glands and their duets). Lobitz has recently proposed, 
also, the term “pustular miliaria” to distinguish the condition in the broad clinical 
sense from pustular folliculitis. He states, “While the condition is very common 
among infants, itis by no means rare in adults.” Several cases among adults have 
recently been seen by us in hospital and outpatient practice. Lobitz further states, 
reporting two cases in adults, “We have found it more commonly in the adult, 
although it can oceur in any age or sex group.” 

Clinical Description of Periporitis Staphylogenes.—TVhe lesions consist of a few 
or many discrete, minute pinhead- to pea-sized disseminated papules and pustules 
distributed almost anywhere over the skin surface but especially common over the 
skin of the sealp, the forehead, the neck, the upper half of the chest, the shoulders, 
the upper extremities, and the back. Ditferent-sized lesions may be present simul- 
taneously, Icarly in the disease, the papules and pustules appear as minute, ery- 
thematous, indurated papules or nodules. They are not superficial but deep seated 


and can be determined by the palpating fingers. However, the small papules soon 
enlarge, become more elevated, soften, and finally fluctuate, resulting in a true 
pustule, and, at a later stage, an abscess develops. When lesions of all sizes are 


present at the same time, some will be miliaria, others small and large papules or 
pustules, the latter sometimes being opaque and as large as cherries. When incised, 
such a pustule yields a thick creamy pus. Some of the older lesions rupture spon- 
taneously, Untreated, others undergo desiccation, while many of the smaller ones 
may involute completely. The large-sized lesions become hard and fibrotic. Bac- 
terial studies of the pustule or abscess usually yield the Staphylococcus aureus. 
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STAPHYLOGENES—MILIARIA 


Histopathologic Description. 
of the lesion throughout the epidermis, corium, and subcutaneous layers demon- 


IXxamination under the microscope of a section 


strates the histoanatomic structures involved. Briefly, these consist of an inflam- 
matory reaction seen early around the sweat duct, later involving the gland itself, 
the reaction consisting of small round cells and connective tissue cells. In the more 
advanced stages, polymorphonuclear cells infiltrate. The essential lesion is one 
that atfects the sweat apparatus with a severe edematous reaction of the corium 
and subcutis. The sebaceous apparatus remains uninvolved. In the more advanced 
stages there appears a subcutaneous abscess. Essentially, the lesion is that of a deep 
seated pyoderma, not unlike impetigo contagiosa, except that in the latter the histo 
anatomic site 1s the stratum corneum with perhaps only a small involvement of the 
superficial area of the epidermis, while in periporitis staphylogenes the lesions pene 
trate more deeply into the cutis and subcutis, intimately invading the eccrine appa 


ratus. 


Etiology. Specifically, periporitis is caused by the Staphylococcus aureus, which 
normally is a harmless saprophytic resident of the skin. However, under the influence 
of certain precipitating factors (excessive sweating, trauma, a change of pH of the 
skin, humid weather, etc.) the nonpathogenic saprophytic staphylococci become 
transformed into pathogens which invade the outlets of the sweat ducts. Under 
favorable circumstances they migrate into the deeper structures whose resistance 
has been reduced or altered (locus minoris resistentiae) to eventuate in the disease 
described as periporitis staphylogenes. O'Brien * is of the opinion that obstruction 
of the sweat duct outlet is caused primarily by bacterial growth within the pore. The 
sweat retained within the vesicle and duct which results in miliaria may induce 
secondary infection known as periporitis staphylogenes. Shelley * has conjectured, 
as have other investigators, that simple mechanical obstruction of the sweat duct 
may, in the presence of sweat, produce marked cutaneous changes. He refers to a 
personal communication from Lobitz stating that he has demonstrated cases of 
pustular syringitis in which an epidermal pustule forming at the site of an infected 
sweat duct subsequently destroyed the duct. 

Undoubtedly, the commonest primary cause is poral closure, to which may be 
added other incitants. The most important among them is excessive sweating as is 
commonly experienced by newborn infants in hot humid weather in non-air-con 
ditioned rooms and nurseries. 

Herrman, lever, Shelley, and Sulzberger have contributed much scientific data 
regarding the dyshidrosis factor in the production of miliaria and associated dis 


turbances. The anhidrotic syndrome is of dermatological significance, 


IMPETIGO CONTAGIOSA 


Parmelee * accounts for impetigo or pemphigus neonatorum as the result of an 
infection of the skin, mentioning, too, that the organism usually yielded on a culture 
is the Staphylococcus, although infrequently the Streptococcus has been isolated 
Continuing further, he suggests that the condition can better be called “pyoderma” 
or “pustulosis neonatorum” since the pustular lesions do not truly resemble impetigo 
with crusting. After this admission, it is inferable that the labile skin of the newborn, 
reacting adversely to the overheated nursery in which many of them are exposed, 


may give rise to the condition which is the early stage of periporitis staphylogenes 
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REVIEW OF THE LITERATURE 
Periporitis staphylogenes has been known to European dermatologists for many 
decades. Among the earliest investigators * can be mentioned Giovanni t who, in 
1889, described this dermatitis, calling it “hidrosadenitis.” Later, Pollitzer + also 
reported similar lesions of the neck and breast. However, it remained for lewandow- 
sky * in 1906 to show that this condition in infants which he called “periporitiden” 
was an inflammation of the eccrine apparatus. Tachau* in 1934, abstracting the 


entire subject of sweat gland abscesses, stressed the infectious etiology of “peri- 
poritis,” identifying the Staphylococcus aureus as the organism responsible and 
emphasizing that the sweat gland abscesses in infants and children were secondary 
to common conditions as eczema, urticaria, and pediculosis. 

Mlatt’s description of furunculosis is typical of the clinical picture of periporitis 
staphylogenes, yet he discusses the condition as if the lesions belonged to the seba- 
ceous apparatus. Nor do we agree with Blatt in his statement that, “Furunculosis as 
a disease of infancy is fortunately rare. Its incidence is largely in those neglected 
infants of the lower strata of society, in the waifs of the overcrowded orphan asylum, 


and in the sadly emaciated victims of chronic intestinal dysfunction.” 


MANAGEMENT AND PROPHYLAXIS 

The prevention of miliaria (periporitis staphylogenes and impetigo contagiosa 
caused by excessive sweating ) depends upon eliminating those factors which tend to 
cause profuse sweating. 

Miliaria due to overheated rooms and excessive clothing can be prevented simply 
by advising the mother to reduce the room temperature and to use less oppressive 
clothing on the infant’s body. In summer, the infant should receive frequent cool 
baths. In winter, the infant should not be overheated. Wool should be substituted 
by cotton and rayon. 

\ suitable temperature is 70 F. Today an air-conditioned room is desirable 
whenever the cost of such modality is not prohibitive (except in the case of pre- 
matures). For those who can meet the luxury, residence at the seashore or moun 
tains is ideal during hot humid inclement weather. A simple precaution during the 
hot season is that the child should never be placed in the direct rays of the sun for a 
prolonged period. 

In the summer, cotton underwear is ideal. For all other seasons, including the 
late fall, winter, and early spring, heavier cotton may be used. During very hot 


days, the infant should be sponged frequently with cool water or hamamelis (witch 


hazel). After drying, a dusting powder such as cornstarch or an unscented tale may 


be used.t Strong alkaline soaps are contraindicated. Traub, Newhall, and Fuller § 


have demonstrated the degerming effect of continuous use of hexachlorophene soaps. 


* Abstracted from Lobitz.* 
+ In Kaposi.é 
{ Surex, Dial, and Gamophen soaps, containing 2% hexachlorophene, have been found 
useful by us in preventing periporitis staphylogenes. pHisoHex detergent and Johnson & Johnson 
Baby Lotion contain hexachlorophene. They have been useful in decreasing the incidence of 
miliaria during the summer months. 

§ References 10 and 11. 
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Therapeutic Management.—Since ointments generate heat and macerate the skin, 
they are best avoided. Fortunately, the introduction of antibiotics in medicine has 
revolutionized the management of this disorder. Occasionally, good results are 
secured through the use of wet dressings of boric acid, magnesium sulfate, and 
aluminum acetate solution (Burow’s solution). The use of the antibiotics is etfec 
tive, particularly intramuscular injections of penicillin procaine for aqueous injection 
The dose that is administered depends upon the extent and depth of the infection. 


In the infant and young child, we usually give 450,000 units of aqueous penicillin 


procaine daily, until the condition improves. In addition to the parenteral therapy, 


topical application of the nonsensitizing antibiotics has been prescribed. The most 
effective and least sensitizing are chlortetracycline (.\ureomyci), oxytetracycline 
(Terramyein), chloramphenicol (Chloromycetin), erythromycin, bacitracin, and 
neomycin ointment. They can be dispersed in a polyethylene glycol base or an oil 
and water emulsion to aid the penetration of the active medicament so that the ° 
atfected eccrine glands are reached. Lubowe!? has described the effective use of 
a bacitracin-neomycin ointment in the treatment of the pyogenic dermatoses. 

We have found that the anticholinergic compounds seem to present a beneticial 
effect in the reduction of cases of hyperhidrosis and dyshidrosis. We would suggest 
a trial of the anticholinergic compounds in the young child who shows disposition 
to repeated attacks of periporitis. Naturally, the dosage would have to be reduced, 
depending upon the weight of the patient. In therapeutic trials we have found the 
least toxic of the anticholinergic compounds to be mepiperphenidol bromide (for 


Darstine Bromide ). 


merly piperphenamine 

When the lesions have progressed to the stage of well-defined pustules, bullae, or 
abscesses, these should be incised under aseptic precaution and the pus evacuated. 
Crusted lesions must first be removed through the detergent use of soap and water 
before a topical application of an antibiotic ointment is made. 

\ctive immunization, formerly popular among European and American phy 
sicians, by means of stock and autogenous vaccine in the prepenicillin days, would 
seem now to be of less practical importance since the indications even in long stand 
ing cases are met through the use of antibiotic therapy. 

Antiphlogistic baths of starch or oatmeal may be prescribed to relieve the local 
discomfort of the highly irritated skin. Frequent sponging with hamamelis, fol 
lowed by dusting with a fine unscented tale is comforting to the patient. The follow 


ing prescriptions have been found useful. 


Hexachlorophene (0.5% ) 

Boric acid 

Diluted alcohol, U.S.P. (70%) q.s.a.d 100.0 
gm 

Zine oxide 

Tale 

Bentonite 


Calcium hydroxide solution q.s.a.d. 180.0 
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Callaway || believes that improperly treated cases of pyoderma in children cause 


the possible complications of acute glomerulonephritis. He presented a series of 


cases in which 50% of a group of children with acute nephritis gave a history of only 
an infectious pyoderma in the immediate period preceeding the onset of renal dis- 
ease. Administration of antibiotics at the onset of pyoderma in children must not 


be delayed in order to prevent serious complications. 


REPORT OF CASES 
Case 1.—Milaria with beginning of periporitis staphylogenes (early case) 


T. M., a white boy, aged 9 months, was first seen in the pediatric dermatology outpatient 
department of the Skin and Cancer Hospital, Philadelphia, on July 20, 1951, for a rash upon 


Fig. 1 (Case 1).—T. M., well-nourished 9-month-old infant) presenting evidence of a 
moderately severe case of prickly heat with early periporitis staphylogenes. 


his face, chest, shoulders, and upper extremities, with a duration of two weeks. The mother, 
informing the examiner that the infant perspired a great deal, attributed the “rash” to hot 
humid weather. The infant appeared well nourished and in good health. Numerous discrete 
erythematous papules and a few pustules were present throughout the entire scalp, on the fore- 
head, cheeks, neck, chest, and back, and upon the upper and lower extremities. The lesions 
were particularly profuse over the skin of the neck, upper portion of the chest and arms and fore- 
arms; some of the areas of the skin showed evidence of eczematization. Treatment consisted 
in keeping the infant cool by means of starch baths and frequent sponging with hamamelis. A 
simple shake lotion consisting of zine oxide, 30 gm.; tale, 3) gm., glycerin, 10 cc., and hamamelis, 
a sufficient quantity to make 180 c¢., was also employed and caused the rash to respond promptly. 
|| Paper read before the Scientific Meeting of the New Orleans Graduate Medical Assembly, 


March 2-5, 1953 


548 


a 
‘ 
ad 
| 


PERIPORITIS STAPHYLOGENES—MILIARIA COMPLICATION 


Fig. 2 (Case 2).—A. A., girl aged 3 months. Periporitis staphylogenes following miliaria. 
Photograph taken Aug. 7, 1952. Note a good-sized pustule upon the left side of the forehead and 
several other smaller papulopustular lesions upon the face 

Fig. 3 (Case 2).—A. A.; the lesions upon the chest are more numerous, consisting of 
minute to moderate size papules upon an erythematous base. 


Fig. 4 (Case 2).—A. A.; many miniature pustules that are about ready to open may be 
seen upon the left shoulder and back. The gauze dressing upon the left side of the chest 
posteriorly marks the site of the biopsy taken on Aug. 6, 1952. 
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Fig. 5 (Case 2).—Histopathologic section. 


A. 
* 

MAT 

$50 


FERIPORITIS STAPHYLOGENES—MILIARIA COMPLICATION 


Case 2.—Periporitis staphylogenes following prickly heat 


\. A., a girl, aged 3 months, was first observed July 25, 1952. There were innumerable 


pinhead-to pea-sized papules and pustules irregularly scattered over the skin of the entire scalp, 
face, neck, chest, back, and upper extremities. A biopsy specimen taken on 


the forehead, the 
Wilbert Sachs, pathologist, as follows: “Through 


August 6, from the back, was reported by D1 
out the cutis some of the vessels were dilated. In the mid and upper cutis there is a tremendous 


interstitial edema. There is a very sparse, small, round, and wandering connective tissue cell 


Fig. 6.—Histopathologic study demonstrating the vesicle in impetigo contagiosa. 


infiltration. However, in some of the sections where the sweat ducts can be seen, and also the 
sweat glands, there is a moderate cellular reaction composed of similar type cells. The epi- 
dermis is regularly acanthotic, the palisade layer is intact and contains pigment. The granular 
and horny layers are present but not increased. There is no edema of the epidermis. The entire 
picture shows a tremendous edematous or urticarial type of process with a mild reaction about 
the sweat apparatus.’ Treatment: Penicillin procaine (300,000 units per cubic centimeter) 
in oil was administered intramuscularly in the buttocks on July 25, 1952, and injected daily 
for five doses. The patient's lesions cleared in one week with the prescribed therapy 
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SUMMARY AND CONCLUSIONS 


The two common complications of miliaria have been described, viz., pustular 


miliaria, better known as periporitis staphylogenes, and the bullous variety of impe- 


tigo contagiosa, both caused by the Staphylococcus aureus. 
Primarily, periporitis staphylogenes represents an infection of the deep cutis in 
all probability due to portal sweat closure and subsequent infection with the Staphy- 


Fig. 7.—Histopathologic study demonstrating the folliculitis involving the pilosebaceous gland 
and duct. 


lococcus. Bullous impetigo contagiosa, also due to staphylococcic infection, is a 
superficial infection with the vesicle histopathologically located either in the stratum 
corneum or in the most superficial layer of the epidermis. 

While periporitis staphylogenes has been recognized by European and American 
dermatologists and has been mentioned in the literature under a number of different 
names, the term “furunculosis” is objectionable and confusing. VPeriporitis staphy- 
logenes is an infection of the sweat gland and ducts and not of the sebaceous 
apparatus, 


$52 


| 
= 
4 


PERIPORITIS STAPHYLOGENES—MILIARIA COMPLICATION 


The preferred treatment for periporitis staphylogenes is antibiotic therapy, 


namely, aqueous procaine penicillin by intramuscular daily injections. Adequate 


therapy is the use of soothing compresses and shake lotions which relieve the acute 
inflammatory stage. If a pyogenic phase exists, then the penicillin therapy may be 
supplemented by nonsensitizing antibiotic ointments, as bacitracin, neomycin, and 
erythromycin. Following the cure of the condition, the necessary prophylactic meas- 
ures must be administered. 

667 Madison Ave. (21) (Dr. Lubowe). 

1737 Chestnut St. (3) (Dr. Perlman). 
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SIXTH INTERNATIONAL CONGRESS OF LEPROLOGY 


JOSE M. M. FERNANDEZ, M.D. 
ROSARIO, ARGENTINA 


Hite SINTH International Congress of Leprology was held in Madrid from 
Oct. 3 to 10, 1953, under the auspices of the Spanish Public Health Authorities 
and the International Association of Leprosy. 

In the spacious quarters of the University City of Madrid, 403 delegates, repre- 
senting 46 countries, were assembled to discuss papers, interchange ideas, and 
formulate recommendations. The topics discussed had been previously outlined by 
the :xecutive Committee and included therapy, classification, immunology, epidemi- 
ology and control, and the social aspect of the disease. 

Three topics of importance attracted the attention of the Congress: the confir- 
mation of therapeutic efficacy of the sulfones, the adoption of a classification of the 
forms of leprosy, according to the view expressed by the South American School 
in Cairo in 1938, in Rio de Janeiro in 1946, and in Habana in 1948, and_ the 
encouraging possibilities of the use of BCG in the prevention of the disease. 

This is a summary of the conclusions and recommendations of the respective 
comnuttees approved by the Congress in its plenary session. 


COMMITTEE ON THERAPEUTICS 

Treatment with Sulfones.—The committee agree that the sulfones, already in use 
for the past 12 years, are more effective than any other treatment previously tried. 
At the present time they should be considered as the basic treatment for leprosy 
in all its forms. 

Many varieties of sulfone derivatives have been tried since 1941, but there is no 
clear indication that any compound is more effective than another, The sulfone 
mother, 4,4-diaminodiphenyl sulfone (DDS) has been widely used since 1948. It is 
well tolerated and is as effective as the derivative compounds. The small dose required 
makes it less costly. The standard dose of DDS for adults should not be less than 
300 mg. and not larger than 1,200 mg. per week. The drug may be administered 
daily, every second day, twice a week, or weekly. It may be given orally or intra- 


muscularly. It is recommended that the doses be increased gradually, the optimum 


dose being arrived at in a period of six to eight weeks. Treatment should be unin- 
terrupted, although some investigators favor short rest periods. 

The mode of action of the sulfone is not well understood. They are not purely 
bactericidal ; perhaps they are bacteriostatic. 

Cases in remission (blanqueados) may experience relapses. Close observation 
after treatment is terminated is recommended. Whenever possible it 1s advisable 
to continue the treatment of these cases orally with small doses for a moderate 
period of time, 
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OTHER THERAPEUTIC AGENTS 


Chauimoogra Oil and Its Derivatives.—.\\most all the investigators have aban 
doned its use in favor of treatment with the sulfones. .\ few investigators continue 
using chaulmoogra oil simultaneously with the sulfones. 

Thiosemicarbazsone.— Some investigators believe it to be as equally effective as 
the sulfones, but the opinion prevails that it is less effective. The recommended 
dose varies between 150-300 mg. daily. \t the present time this drug is recom 
mended as an alternative for those patients who do not tolerate or do not respond 
to the sulfones. 

Hydrazides of Isonicotinte Acid.—.\\most all the opinions are that these have 
little beneficial action in leprosy. Theiz use in combination with other drugs should 
he studied. 

Cortisone and Corticotropin.— There is general agreement that these hormones 
have a surprising effect on the acute and subacute symptoms of leprosy and that 
they may be effective in small doses. 

Streptomycin. Until now the results reported with this drug have not been 
notable. Some investigators recommend its use in the acute manifestations of the 
disease. The use of streptomycin in leprosy should be considered as yet experimental. 

Paraamino Salicylic Acid (PAS ).—-VAS has been tried alone and in combination 
with other drugs. No notable results have been reported. 

Conclusion.— The committee concluded, mentioning the need of new therapeutic 


agents and advises the intensification of scientific investigation in this field. 


COM MITTEE CLASSIFICATION 


The classification of leprosy should be based on the clinical, bacteriological, 
immunological, and histological characteristics. The Committee believes that the 
hasic criterion for the primary classification should be clinical, but the bacteriologic 
examination is indispensable. For the scientific study of the cases the immunologic 
criterion (lepromin reaction) and the histopathologic examination should be taken 


into consideration. 


The committee recommends that two definite types of leprosy should be recog 


nized, lepromatous (1.) and tuberculoid (T), and two groups of patients, indeter 


minate (1) and borderline or dismorphie (B or D). 


Lepromatous (L).—Malignant form, stable, bacteriologically positive and negative to lepro 
min; cutaneous lesions more or less infiltrated and with ill-defined borders 

Tuberculoid (7 )—Generally benign, stable, usually bacteriologically negative, and posi 
tive to lepromin; cutaneous lesions frequently erythematous with elevated borders 

Indeterminated Group (1) senign, usually unstable, sometimes bacteriologically positive 
with negative or positive lepromin test; the cutaneous lesions are flat, hypopigmented or ery 


thematous ; 


; these cases may develop toward L or T or may remain as [ indefinitely 
Borderline, or Dysmorphic, Group (B or D).—Malignant form, very unstable, frequently 
hacteriologically positive, lepromin test generally negatives the cutaneous lesions are usually 
flat, bands, nodules, ete., with regional distribution similar to that of the lepromatous type 
but asymmetric. The B group may develop from the T type, as a result of successive reactions, 


and may later develop into the L type 
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Reactions.—-All forms of leprosy have episodes of reactivation or reactions. The 
most important are the following : 

(a) Lepromatous reactional leprosy with its varities of lepra reaction and erythema multi- 
forme 

(b) Tuberculoid reactional leprosy 

(c) Borderline reactional leprosy 

Types, Groups and Varieties —Lepromatous Type (1): Varieties. Macular, diffuse, infil- 
trated, nodular, neuritic pure(?) 

Tuberculoid Type (7): Varieties. Macular, minor tuberculoid (micropapular), major 
tuberculoid (plaques, annular lesions, ete.), neuritic pure. 

Indeterminate Group (/): Varieties. Macular (Im), neuritic pure (In). 


sorderline, or Dysmorph, Group (B or D): Varieties. Infiltrated, macular (7), neuritic (?). 
COMMITTEE ON IMMUNOLOGY 


Lepromin Test.-Its use in practice is recommended because it constitutes a 


valuable element of judgment for the classification and prognosis of leprosy cases. 


lor routine work the use of lepromin of Mitsuda-Hayashi type with the modi- 
fication of Wade is recommended. lor investigation work more purified and stand- 
ardized antigens (Uharmendra or FKernandez-Olmos) are preferable. 

The readings of the results of the lepromin test should be adjusted to the follow- 
ing criteria: 

Fernandez Reaction (24 to 48 hours): Negative (—). Lack of reaction, erythema without 
infiltration, or erythema with infiltration less than 5 mm. in diameter. 

Doubtful (+). Infiltrated erythematous reaction, larger than 5 mm. but less than 10 mm. 

Positive (+): Infiltrated erythematous reaction between 10 and 15 mm. 

Positive (++): Infiltrated erythematous reaction between 15 and 20 mm, 

Positive (4+4+--+-): Infiltrated erythematous reaction larger than 20 mm. 

Mitsuda Reaction (3d to 4th week): Negative (—). Absence of reaction between the Ist and 
4th weeks 

Doubtful (+). Infiltration hardly noticable and less than 3 mm, 

Weakly Positive (+). Definite infiltration between 3 to 5 mm. 

Positive (4++4-). Nodular Infiltration larger than 5 mm. 


Strongly positive (+++). Ulcerated nodule. 


BCG.—The studies about the reversal of the lepromin reaction from negative 
to positive through the use of BCG have become extensive. If this experiment should 
prove that this positivity artificially induced has immunity value, it would have 
decisive influence in the future orientation of the prophylaxis of leprosy. 

The committee agrees and is willing to accept these facts : 

The lepromin test spontaneously positive indicates a state of resistance against Mycobacterium 
leprae 

The administration of BCG to a healthy person with a negative lepromin reaction produces 
a change to positive in a large number of cases. 

The oral administration of BCG in the usual doses is without risk, even to allergic subjects. 
The question whether a positive lepromin test artificially produced by BCG does or does not 
indicate immunization is under study and no conclusion can yet be stated. 

The Committee points out as significant facts that may influence the campaign 
of this vaccine and that the investigations be extended to other means capable of 
altering the lepromin reaction. 
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COMMITTEE ON EPIDEMIOLOGY AND PROPHYLAXIS 

The committee points out as significant facts that may influence the campaign 
against leprosy: the therapeutic activity of the new medications and the promising 
results obtained with the changing of the leprosy reaction from negative to positive 
through the action of BCG. 

i: pidemiology.—The committee indicates the importance of obtaining extensive 
information about the characteristics of the disease in countries where it is endemic. 
A census is recommended at least every 10 years, in which the social, economic, 
climatic, and racial factors are included. 

Prophylaxis.—The campaign against leprosy should be oriented along the follow- 
ing principles : 

(a) Education and public health information 

(b) Protection and control of those living with patients with leprosy 

(c) Ambulatory treatment of negative cases or those only slightly positive 

(d) Selective isolation of contagious cases 

(e) Scientific investigation 


(f) Social assistance 


It is recommended that BCG: be administered to those persons with negative 
lepromin tests who are living with patients with leprosy. If no change is obtained 
in the reaction, it is recommended that preventive treatment be administered. 

The Committee recommends that studies be intensified to determine whether 
the new medications have succeeded in reducing the index of contagion in the 
countries where isolation is impractical. It is recommended that investigations also 
he intensified about the prophylactic value of BCG. 

It is stated that leprosy continues to belong in the group of infectious and con 
tagious diseases and that the proper prophylactic measures should be imposed. 

It is recommended that the present legislation with regard to leprosy in each 
country be revised in view of the recent development with the new medications. 

Social Assistance —The Committee ratifies the resolution of the Congress of 
Habana in regard to the words “leprosy” and “leper.” 

In the rehabilitation of the patient with leprosy, remunerated work is of great 


unportance. It is recommended that Government and private organizations give 


employment to patients discharged from Public Health Institutions. It is recom 
mended that there should be a minimum of interference with the life of patients 
discharged as noncontagious. 

It is necessary that the governments adopt measures to protect economically the 
families of institutionalized patients 

The private social assistance institutions and those collaborating with the govern- 
ment in the antileprosy campaign should receive official assistance and have the 


freedom allowed by the Public Health laws. 
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MASSETER MUSCLE HYPERTROPHY 


ARTHUR B. KERN, MD. 
PROVIDENCE, R. | 


HERE recently came to our attention a patient with facial asymmetry due to 
hypertrophy of the masseter muscles. This disorder has been described in the 
otolaryngological and surgical literature. Hlowever, a thorough search failed to 
disclose any reports concerning this disease entity in dermatologic texts or journals. 
Since this condition, because of its external manifestation, might understandably 
be brought to the attention of the dermatologist, the following report is submitted. 


REVIEW OF THE LITERATURE 

Leggy,’ in 1880, reported the case of a 10-year-old girl with bilateral enlarge- 
ment of the masseter and temporal muscles of three weeks’ duration. He also 
referred to a 20-year-old woman with the same condition who had been observed 
by Champneys. Duroux,? in 1905, described a 22-year-old man with asymptomatic, 
bilateral hypertrophy of the masseter muscles of six weeks’ duration. In 1930, 
Boldt * presented a thesis on masseter hypertrophy, including several cases of 
unilateral involvement and one of bilateral involvement. Coffey, in 1942, reported 
on a 19-year-old youth with unilateral masseter hypetrtrophy of five years’ dura- 
tion. The tumor in this case was cosmetically disfiguring and was responsible for 
mild discomfort as well as for fatigue associated with prolonged chewing. In 1946, 
Hersh ® reported on four white men and one Negro with unilateral hypertrophy ; 
ages were 20, 21, 22, 25, and 32. In each case the patient had no complaints refer- 
able to the mass which had been noted for only several weeks. Gurney,” in 1947, 
published the report of a 35-year-old man with bilateral, asymptomatic masseter 
hypertrophy of 20 years’ duration, In 1949, Adams * described a case of bilateral 
masseter hypertrophy of indefinite duration in a female. Maxwell and Waggoner,” 
in 1951, presented a report on nine females, with complete description of four, Of 
these, three showed unilateral and one bilateral masseter hypertrophy. Two were 
34 years old and seven were under 30. At least six of their patients complained of 


pain and /or easy fatigability of the affected muscles. The duration of the disorder 


At the time this paper was written, Dr. Kern was lieutenant in the Medical Corps, Naval 
Reserve, Department of Dermatology, U. S. Naval Hospital, National Naval Medical Center, 
Bethesda, Md 

This article has been released for publication by the Division of Publications of the Bureau 
of Medicine and Surgery of the United States Navy. The opinions and views set forth are those 
of the writer and are not to be construed as reflecting the policies of the Navy Department. 
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Fig. 1—Anterior view with the jaw at rest, showing the facial asymmetry due to bilateral 
masseter muscle hypertrophy. 


Fig. 2.—Left oblique view with the jaw at rest, showing the extent of the swelling over the 
left angle of the jaw. 
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varied from six months to four years. Tempest,® in 1951, reported a case of 
asymptomatic, unilateral masseter hypertrophy of 18 months’ duration in an 
18-year-old girl. 

REPORT OF A CASE 


(|. F.. a 22-year-old white man, was admitted to the dermatology service of United States 
Naval Hospital, Bethesda, Md., in April, 1953, because of chronic urticaria of four years’ dura- 
tion. After thorough study it was concluded that the urticaria was on an emotional basis. This 
was confirmed by the staff psychiatrists, who agreed that he was suffering from a psychogenic 
skin reaction as one manifestation of a long-standing immature and hysterical type of adjust- 
ment 

In addition to the urticarial wheals, physical examination disclosed a smooth, rounded swelling 
over the angle of the jaw on each side (Figs. 1 and 2). The mass on the left was more prominent 
than that on the right. The protuberances were moderately firm, nontender and covered by nor- 
mal skin which could be freely moved. The orifices of Stensen’s ducts were normal. There 
were no regional lymph nodes palpable. Dental examination revealed unerupted upper third 
molars bilaterally and an unerupted, impacted lower left third molar; no abnormality of bite or 
occlusion was noted. X-ray studies failed to disclose parotid calculi, abnormal calcification, or 
deformity of the mandible. 

The patient stated that these swellings, which were completely asymptomatic, would appear 
when he was in a state of emotional stress and would disappear with the return of a calm 
mental state. They had first become evident about three years before this hospitalization. 

After the initial history and examination we were uncertain as to the specific nature of the 
disorder, The report of the masses being evanescent and associated with emotional disturbance 
suggested that they might be giant urticarial lesions. However, they felt too firm on palpation 
and appeared to be free of the overlying skin. Parotitis was considered, but the lack of symp- 
toms and the long history made this unlikely. 

Further observation disclosed that the masses were persistent and not evanescent as reported 
by the patient. It was noted, however, that when the patient was emotionally disturbed the 
protuberances became more prominent. The patient himself commented on the fact that for 
many years he had had the habit of clenching the teeth when emotionally upset and that the 
prominence of the masses at such times was probably the result of that. He disclaimed chewing 
gum more than just occasionally, but he did admit grinding his teeth when asleep. Abnormality 
of no other muscle was found, and neurological examination was negative. 

It was concluded that the facial asymmetry was the result of bilateral hypertrophy of the 
masseter muscles, in turn the result of a long-standing habit of clenching the teeth in an emotion- 
ally unstable individual. 

Since the patient was asymptomatic and since he was not concerned about the cosmetic appear- 
ance, surgical correction of the deformity did not appear indicated. He was advised to refrain 


from chewing gum and to avoid clenching his teeth to the best of his ability. 


COMMENT 


The diagnosis of hypertrophy of the masseter muscle is one which can usually 
be readily made by one familiar with the condition. Characteristic is a smooth, 
nontender, rounded elevation over the angle of the jaw, the overlying skin being 
normal and freely movable over the mass. The tumor, variously described as soft, 
rather soft, moderately firm, and doughy, becomes firmer and more prominent on 
clenching the teeth. In approximately 40% of the reported cases the disorder was 
bilateral. The condition has generally been observed in persons in the third decade 


of life, although Maxwell’? did present an 11-year-old boy with masseter hyper- 


trophy. Among the reported cases the sexes were about equally represented. 
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Approximately half of the patients were asymptomatic, complaints in the other half 


being those of pain, discomfort, or easy fatigability on prolonged chewing. In those 
who were asymptomatic, the disorder was generally first brought to the attention 
of the patient by others, who noted the facial asymmetry. 

Various other conditions may be responsible for the development of a mass in 
the region of the masseter muscle. These include mixed tumor of the parotid gland, 
salivary retention cyst, adamantinoma, abscess, malignant neoplasms, osteoma, 
hemangioma, congenital wide-angled mandible, angioneurotic edema, gumma, tuber- 
culosis, trichinosis, actinomycosis, hematoma, and myositis ossificans. These, how- 
ever, can generally be differentiated from masseter muscle hypertrophy on the basis 
of history, palpation, roentgenograms, course of the disease, and other clinical 
features. A biopsy can be done in those cases in which doubt concerning the diag- 
nosis may still exist. In masseter hypertrophy, histopathologic sections show only 
normal muscle fibers. 

It has been the opinion of some writers that masseter hypertrophy is generally 
observed in persons who because of emotional instability frequently clench the 
teeth. The patient described in this report was of that type. Presumably the muscle 


' however, has maintained that the 


undergoes a “work hypertrophy.” Thoma,’ 
condition is the result of inability to masticate food on one side due to the loss of 
teeth or pain caused by carious teeth. Maxwell and Waggoner * stated that the dis 
order is not the result of an ordinary work hypertrophy and as reasons refer to 
those cases with a history of ease of fatigue of the jaw muscles, lack of habits 
conductive to such hypertrophy, and absence of uniform hypertrophy of all the 
muscles of mastication. 

Treatment consists of psychotherapy when indicated and the elimination, as 
best possible, of those acts which would tend to induce hypertrophy of the masseter 
muscles. Bloom * has recommended the use of a device to prevent grinding of the 
teeth during sleep. Surgical excision of the excessive muscle has been performed 
by Gurney,” Adams,’ and Coffey.* The latter, however, concluded that conservative 
therapy is preferable. 

SUMMARY 

The literature concerning hypertrophy of the masseter muscle is reviewed. 

A case of bilateral masseter muscle enlargement probably due to physiological 
hypertrophy as a result of frequent clenching of the teeth in an emotionally unstable 
individual is reported. 

The characteristics, etiology, and treatment of the disorder are discussed 

247 Waterman St. (6). 
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PHYSICAL DIMENSIONS OF THE SKIN 


Determination of the Specific Gravity of Skin, Hair, and Nail 


MORRIS LEIDER, M.D. 


BROOKLYN 
AND 


CONSTANCE MILLETTE BUNCKE, M.D. 
NEW YORK 


HIE PHYSICAL dimensions of the skin receive scant mention in dermatologic 

textbook and periodical literature. The factors of surface area, absolute and 
comparative thicknesses of layers, and parts, volume, specific gravity, and weight of 
the skin do not seem to have loomed important enough to have excited much 
interest or comment among dermatologists. 

But if it is true, as some have averred, that science is essentially mensuration, 
then accurate measurements of any sort must be ultimately, or in subtle manners, 


important. At least, there is a certain sense of comfort and orderliness in true 


measures. In reverse, an unknown or unmeasured quantity may lead to conjecture 
and then to error or confusion, 

Thus, for example, when dermatologists announce, with vague pride, that the 
skin is the largest organ of the body, the meaning of the statement deserves critical 
examination. It happens to be wrong, if largeness 1s taken in senses of area, volume, 
or weight alone. To make some quick corrections, the skin is exceeded in area by 
the endothelial surface of the entire vascular tree and by the pulmonary alveolar 
surface; its area does not quite equal the total peritoneal surface. It is exceeded 
in volume by the musculature, bones, blood, panniculus adiposus, and lungs, and it 
is exceeded in weight by the musculature, skeleton, blood, and panniculus adiposus. 
On the other hand, the skin exceeds in weight at least, the liver, brain, intestines, 
lungs, and spleen, and if one considers its relative position in scales of each of the 


physical quantities, the skin can justly be rated among the largest organs. 


REVIEW OF SOME PREVIOUS DETERMINATIONS OF THE PHYSICAL 
DIMENSIONS OF THE SKIN 


The surface area of the skin can be, and has been, measured to good approxi 
mations with physical means by contour reproduction utilizing pliable materials, by 
photometric methods, and by geometric means (planimetry). From figures obtained 
in such manners, Dubois and Dubois and others derived formulas by which, in any 
given case, the area of the skin surface can be calculated, again to an approximation, 
from the body weight and height. The formula of Dubois and Dubois is as follows : 
Area of skin surface in sq. cm. = (Body weight in kg.)®425 (Height in em.)%725 71,84 
(a constant). 


From the Department of Dermatology and Syphilology (Marion B. Sulzberger, M.D., 
Chairman), New York University Post-Graduate Medical School, and the Service of Dermatol- 
ogy (Frank C. Combes, M.D., Director), Bellevue Hospital 
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Some books (e. g., Sonderman and Boerner and Glasser) have tables, graphs, and 
nomograms from which readings of area can be made from weight and height data, 
coordinates or scales. For an average adult (70 kg., 170 cm.) the area of the skin 
comes to about 1.8 sq. meters, or 20 sq. ft. 

The surface areas of some body regions and their ratios relative to the entire 
skin have been determined. These data have been particularly important in the 
deliberations of those who treat burns. A simple, rough method of remembering the 
surface area of the major regions of the body is the “rule of 9,” i. e., the head and 
neck constitute 9% of the total surface, each upper extremity comes to 9%, each 
lower extremity measures 18% (2 * 9%), the anterior and posterior halves of the 
trunk each amount to 18%, and finally the perineogenital region makes up the 
remaining 1%. l:verything is thus accounted for. 

The average thickness of the whole skin, thicknesses of the epidermis and its 
principal layers, thicknesses of the corium and its parts and the range of thickness 
of skin in different sites have been determined by physical measurement. Table 1 is 
a composite of determinations compiled from several sources. Production of this 


Taser 1.—Thickness of Epidermis, Corium, Their Layers, and Entire Skin (Adult) 


Thickness, Mm 


Average Range for 
Part Widest Range Most of the Skin 
Epidermis . 0.042-1,56" 0.07-0.17+ 
Stratum corneum ... 0.08-2.0} 0.04-0.0568 
Stratum mucosum 0.08-1.0% 0.07-0.088 


Corium (eutis vera).. 0.3 -3.03 1.7 
O06 30 


Pars papillaris .... 0.009-0.4 0.05-0,29 

Pars reticularis ... 1.5 -1.8§ 
Hypoderm ... 0.08% 
Entire skin ....... “4.5 2.0 -2.2§ 


* Muchow, citing Drosdoff 

t Muchow and Vierordt, citing Krause. 

} Vierordt, citing Krause 

§ Not given as such by any source; estimated by averaging many figures 

|| Muchow, eiting Brunn 

Muchow, citing Unna 

o Suggested as a convention for the zone where corium and subcutaneous fat intermingle 


table, in the form in which it is cast, was somewhat difficult because of the number 
of variable figures found for many sites, the great number of sites for which figures 
were given and the omission of details for some sites. A certain amount of selection 
and averaging had to be practiced. The sources consulted (Vierordt and Muchow ) 
seem to have derived their many determinations from but a few subjects and whether 
these subjects were dead or alive is not stated. One gathers that specimens were 
taken from fresh cadavers. What further factors of difference from the viable state 
may have been introduced by histologic processing is not even brought up in those 
places. 

The volume of the skin can be derived reasonably only by calculation. It is a 
quantity whose utility is hard to imagine except as a step in the calculation of the 
weight of the skin. Derivation of volume amounts to a simple multiplication of the 
average thickness of the skin by its surface area. For an adult this product is about 
3,600 cc. (3.6 liters or 3.7 Gt): 

The weight of the skin can hardly be determined with even fair accuracy by 


physical means, 1. e., by dissection and scales. One could not strip the skin regularly 
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and evenly everywhere at a proper level of hypoderm without including too much 
subcutaneous fat or too little corium. However, the weight of the skin can, like 
volume, be calculated and with a degree of accuracy equal to that of the preceding 
calculations. It comes to a matter of multiplying volume (area thickness) by 
specific gravity. 

Weights of the skin have been recorded by Vierordt, Muchow, Sulzberger, and 
Leider. The precise methods of determination are not given in the works of Vierordt 
and Muchow, but Sulzberger’s and Leider’s figures are derived mathematically with 


Taste 2.—Some Early Determinations of the Specific Gravity of Skin, Hair, and Nail 


(And Some Other Organs for Comparison) 


Part Sp. Gr. Remarks 


Davy, 1829. We wonder whether epi 

dermis or whole skin is meanc; in 

Epidermis (sie) of the dorsal skin of the any event we imagine the specimens 
thumb ua at . 1.100 examined were from a cadaver 


Epidermis (sie) of the 1.19) 


Thumbnail ..... 1.197 Davy, 1829 
Hair 

1. Women’s 1.280-1.293 

2. White, from an elderly person 1.20 

From a ‘ 1.345 


Davy, 1829 


Leather (sic) from the back of a man Kapff, 1832. The literal German is “Leder 
vom Ricken eines Mannes.”’ The inter- 
pretation might be eadaver skin of 
leather quality. If “corium"™ were meant, 
the proper German word should be 
“Lederhaut” 

The body as a whole 0.95-1,05 Depending on the state 

Most viscera, e. g., airless lung, liver, spleen, 

blood vessels, intestines; also musele...... 1.05 
Bone 
Skull .. 
Long 
Krause and Fischer 
Cancellous portion 
Cortical portion . 

Ligamentum nuchae . 

Tendon 

Pannieulus Adiposus . 

Lens (eye) 

Incisors 

Root 
Crown 


an assumed figure for specific gravity. On the certainty that the specific gravity 1s 
greater than 1, Leider guessed that it is 1.25, and with a number of this magnitude, 
the weight of the entire skin of an average adult is of the order of 4 kg., or 8.8 Ib. 

One may even slice things finer and inquire about what fraction of the weight 
of the entire skin is epidermis. From a consideration of relative thicknesses, the 
epidermis alone should be only about one-twentieth of the weight of the entire skin, 
even if its specific gravity may be somewhat more than that of whole skin, which is 
probable. Vierordt cites Moleshott for a determination of about 1 Ib. (488.59 gm. ). 
Hfow this determination was made is not stated. Calculating in the manner above 
as for whole skin, we derive the weight of the epidermis alone to be about 1% Ib. 
(225 gm.). 


But what precisely is the specific gravity of the skin and of its hair and nail 


appendages? The accuracy of calculations of the weight of the skin turns in part 


upon the accuracy of specific gravity determinations. The only determinations we 
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know of are to be found in Vierordt’s book and are credited to two separate authors, 
namely Davy and Kapff. ‘Table 2 lists their findings exactly as given by Vierordt, 
except that the German is faithfully translated. The specific gravities of the whole 
hody and several other organs are included in the table for comparison. 

Now, Davy’s work is dated 1829 and Kapft’s 1832. The methods of derivation 
are not known to us. On the possibility that a period of more than a century may 
have made a difference—not so much in the specific gravity of the skin and its 
appendages during those years compared to these but rather, in the accuracy of 
technique of determination—-we undertook to redetermine the specific gravities 
of skin, hair, and nail. Moreover, there is something peculiar about Davy’s use of 
“epidermis,” and Kapft’s use of “corium” (Table 2), and about their figures to 
three significant decimals. Our own data are also calculated to this conventional 
degree but probably not more than one decimal place needs to be considered 


significant. 


METHOD OF DETERMINATION OF THE SPECIFIC GRAVITY OF SKIN, 
HAIR AND NAIL * 

Hammerschlag (cited by Hamilton in Glasser’s ‘Medical Physics,” Vol. 2, page 
268) devised a method of determining specific gravity by utilizing two miscible 
organic solvents of different densities, one much more and one much less than the 
probable specific gravity of the material to be tested. With such substances many 
mixtures of graded specific gravities can be made and used for testing, or a partially 
mixed column of the two substances which develops a gradient of specific gravities 
and stays constant long enough to make accurate runs can be calibrated and then 
used for testing. In the first system, the mixture which suspends the substance to 
he tested within itself gives the specific gravity of the unknown, and, in the second, 
the rate of fall of the specimen between two points compared with that of a substance 
of known specific gravity yields the determination by further calculation. 

Both of these techniques are adapted particularly to biologic fluids. For our 
purpose, working with solid materials, we found it simpler to float our specimens 
in a measured amount of the heavier fluid (bromobenzine, sp. gr., 1,495) or sink 
them in the lighter fluid (xylene, sp. gr., 0.867) and then add the other from a 
burette with constant stirring. \When the specimens moved from the floating or the 
submerged positions to suspension roughly in the center of the mixture, readings 
were made, and when one additional drop caused a sharp shift from the suspended 


position, the readings were considered confirmed. The specific gravities of the result- 


ing mixtures (and therefore of the specimens tested) were then calculated by the 
following simple arithmetic : 
As = (Qn & An) + (Qs & Ax) 
(Qn + Ox) 

Specific gravity of the specimen (or mixture) 

Quantity of bromobenzine used (in milliliters) 

Specific gravity of bromobenzine (1.495) 

Quantity of xylene used (in milliliters ) 

Specific gravity of xylene (0.867) 

* Dr. Robert C. Warner, of the Department of Chemistry of the College of Medicine of 

New York University suggested the method. 
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EXPERIMENTAL RESULTS 


Runs were made in the manner stated with four specimens of apparently normal 


skin and one that appeared atrophic as in senility. These were taken by biopsy from 


living subjects and tested immediately. Five further specimens from fresh cadavers 


TABLE 3.—Specific Gravity of Glabrous Skin 


Color : Qx Sp. Gravity Remarks 
Live Adults 
1S 1.04 Inner aspeet of left upper arm 
1.87 1.003 Outer aspect of right upper arm 
1.100 Left pectoral region; specimen 
suggested senile atrophy 
1.121 External surtaee of right arm 


1.83 Lire External surface of right arm 


Prepuces of Newborn Infants 

1.71 1.0909 

186 1.100 All specimens were obtained 
1.10 trom eireumelsions at 7-10 
1.007 days of age 
1.095 
1.110 

Fresh Cadavers 

1.75 1.109 Left pectoral region 
10g Abdornen 
1.108 Lett pectoral region 
1.100 Abdomen 
1.106 Left pectoral region 


TABLE 4.—Specific Gravity of Skin Appendages 


Specifie 
olor (iravity Remarks 


All specimens appeared 


grossly normal 


(ray, coarse 

Red, medium fine 
Black, medium fine 
Black, coarse 

White and black, coarse 


were similarly treated. In both cases the excisions were made by cutting to fat and 
then the specimens were again trimmed of grossly visible fat. Six specimens of 
preputial skin from newborn infants were tested immediately after circumcision 
The collection of specimens of apparently normal hair and nail presented no problem 


The determinations of specific gravity are recorded in Tables 3 and 4. 


ase = 
M 
65 M 
F 
M N 10 
M N 
M N 
M 10 
M W AD a 
M 1.2 
47 M W 
13 M W 1.0 
47 M Ww 10 
M N 1.06) 
Nails 
43 N 0.98 1.205 
28 W ORS 1.308 
42 M W 2 
59 M N 1.300 
36 M N 2 ce 0.58 1.308 
32 M W 2 ce 0.565 1.306 
28 F W 2 ce 0.91 1.298 
M N 2 ce 1310 
30 M W ee O91 1.206 
Hair 
is M W 3.2 1.3 1.310 7 
F W 2.5 Lo 1.310 
32 M N 2.5 1.310 
65 M Ww 10 1.310 
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COMMENT 

We found the determination of specific gravity of skin, nail, and hair fairly 
simple to perform with the method described and the results were consistent. The 
most difficult material to examine was hair, which had to be shredded finely in order 
to overcome the support of surface tension. In the case of skin and nail, the speci- 
mens were floated on bromobenzine (the heavier fluid) and then suspended by the 


addition of xylene, whereas in the case of hair, the specimens were sunk in xylene 


(the lighter fluid) and then raised to suspension by the addition of bromobenzine. 

As is seen from the tables, whole glabrous skin, under the conditions of these 
experiments, has a specific gravity of 1.1. Averaging each group of figures reveals 
near identity of specific gravity of freshly excised living adult skin, fresh cadaver 
skin and preputial skin of newborn infants. 


TABLE 5.—Summary of Data on the Physical Dimensions of the Skin 


Item Quantity Remarks 


Surface area 
Total 1.5 sq. m. or 20 sq. ft. For an average adult 
Regions Head and neck 9% of 170 em. and 70 kg. 
Each upper extremity 9% 
Each lower extremity 18% 
Anterior trunk 18% 
Posterior trunk 18% 
Perineum and genitalia 1% 
Thicknesses 
Whole skin 2 mm Averages for most of 
Epidermis 0.12 mm. the skin 
Corium 1.8 mm 
Hypoderm 0.08 mm 


Volume 8,600 ee For an average adult 
(3.6 liters or 3.7 qts.) 
Specifle gravity 
Glabrous skin 1.10 Probably not influenced 
Nail 1.30 by age, sex, or color 
Hair 1.31 
Weight 
Entire skin 4 kg., or 8.8 lb For an average adult, 
Epidermis 225 gm., or 0.5 Ib. exclusive of the total 
weight of the extruded 
hair shafts, which would 
be a variable quantity 


The specific gravity of nail was found to be 1.3 and that of hair 1.31. 

Neither age, sex nor color seems to make a difference in the specific gravity of 
skin, hair and nail. 

SUMMARY AND CONCLUSIONS 

Previous determinations of the physical dimensions of the skin are reviewed. 

New determinations of the specific gravity of the skin, hair and nails were made. 
The orders of magnitude were found to be 1.1 for whole glabrous skin, 1.3 for nail 
and 1.31 for hair. 

A comprehensive summary of the average physical dimensions of the adult skin 
is given in Table 5, 
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ANTIBIOTICS IN TREATMENT OF EXPERIMENTAL ERYSIPELOTHRIX 
RHUSIOPATHIAE INFECTION OF MICE 


Use of Chlortetracycline (Aureomycin), Oxytetracycline (Terramycin), and Erythromycin (Ilotycin), 
with Comments on Treatment of the Infection in Human Beings 


JOSEPH V. KLAUDER, MD. 
AND 


ANNA M. RULE 
PHILADELPHIA 


N PREVIOUS communications, we reported results of determinations of the 


therapeutic effect of sulfonamide compounds, of penicillin and streptomycin, and 


the combined effect of sulfantlamide and penicillin in mice inoculated with 
sipelothrix rhusiopathiae. 

The present study reports results of the therapeutic effects of chlortetracycline 
(Aureomycin), oxytetracycline (Terramycin), and erythromycin (Totyein) in the 
treatment of experimental Ery. rhusiopathiae infections of mice. 


METHOD OF STUDY 


A pure culture of Erysipelothrix rhusiopathiae maintained in lyophilic form was employed. 
The organism was originally obtained from swine, the site of “diamond” skin disease (a mild 
form of swine erysipelas). Morphology and virulence have remained unchanged. Sterile water 
was added to the lyophilic culture and injected intra-abdominally into white mice. The heart 
blood of moribund animals was cultured in heart infusion broth. It was observed that 0.2 cc. 
of a 1: 5,000 dilution of a 48-hour culture killed mice in four to six days. This amount injected 
intra-abdominally was used in the three experiments shown in Tables 1, 2 and 3. In order to 
maintain virulence, heart blood of mice dying of the infection was cultured and a 24-hour culture 
was employed for each set of mice in each experiment. 

\ total of 90 Swiss mice, ranging in weight from 19 to 22 gm., was used in the study, a 
total of 30 mice being employed for each of the three antibiotics administered. The control 
group comprised 13 mice inoculated with the same culture in the same dose as employed for 
the treated animals 

The preseribed amounts of the three antibiotics were dissolved in sterile water and introduced 
into the stomach by oral passage of a needle attached to a syringe. Each animal was treated 
twice daily for five consecutive days. After the last treatment the animals were observed 
for 21 days. The heart blood specimens of many moribund animals in the control and treated 
groups were cultured for Ery. rhusiopathiae. 

With each of the three antibiotics treatment was initiated either immediately, 6 or 24 hours 
after inoculation. In each of these three plans of treatment, 10 mice were employed for each 
antibiotic, the dose of which varied for each group of 5 of the 10 mice. Of the chlortetracycline- 
treated animals, the dose of 0.100 gm. and 0.025 gm. per kilogram remained unchanged in the 
three plans of treatment. The animals treated immediately after inoculation with oxytetracycline 

Read at the annual meeting of the German Dermatological Society, Frankfurt, Germany, 
Sept. 18, 1953. 

From the Research Institute for Cutaneous Diseases, now the Institute of Public Health 
and Preventive Medicine, Temple University, Dr. John A. Kolmer, Director. 
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and with erythromycin received either 0.100 gm. or 0.025 gm. per kilogram. In consideration of 
the unfavorable results of this dosage, it was increased in the second and third plan of treatment 


to 0.200 gm. and 0.100 gm. per kilogram. 


RESULTS 


Table 1 shows the therapeutic effect of each of the three antibiotics when treat 
ment was initiated immediately after inoculation. 


Of the five mice treated with 0.100 gm. per kilogram of chlortetracycline all 


survived ; whereas two of four mice survived that were treated with 0.025 gm. per 


TABLE 1. 


Therapeutic I: ffect of Chlortetracycline, Oxytetracycline, and Erythromycin Adminis 
tered Orally Immediately After Inoculation of Mice with Erysipelothrix Rhusiopathia 


Deaths 


In Days 


(im, per Mice, 
ky.t No 6 7 Total 


100 


Chlortetraeyeline 


OOPS 


Oxytetracycline 0.100 


Erythromycin 0.100 


O.0P5 


Controls 


By intraperitoneal injection of 6.2 ee. of 1:5,000 dilution of a 24-hour culture in heart infusion broth 
t Passage into stomach twice daily for five consecutive days 
+ Accidental death of one animal when treated 


“ABLE 2.—Therapeutic Effect of Chlortetracycline, Oxytetracy line, and Erythromycin Given 


Orally Beginning Six Hours After Inoculation of Mice with Erysipelothrix Rhusiopathiae* 


Deaths 


In Days 


(im. per Mice, 


Chiortetracycline 0.100 3 


Oxytetracycline 0.200 ) l 3 4 


Erythromycin 0.200 


0.100 


Controls .... 


* By intraperitoneal injection of 0.2 ee. of 1:5,000 dilution of a 24-hour culture in heart infusion broth 
+ Passage into stomach twice daily for five consecutive days 


kilogram. Of the group of five mice treated with 0.100 gm. and 0.025 gin. per kilo 


gram of oxytetracycline and other groups with the same dose of erythromycin none 


survived, The only therapeutic effect of these antibiotics was the longer time of 


survival compared with those of the untreated control group. The time of survival 


was slightly longer in the oxytetracycline-treated animals. 


Table 2 shows the therapeutic effect of treatment initiated six hours after inocu 


lation. 


None of the mice survived that were treated with the same dose of chlortetracy 


cline as was employed in the first experiment (Table 1). Of the animals treated 
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with larger doses of oxytetracycline and erythromycin than employed in the first 
experiment, all but one died. The one survivor was treated with 0.200 gm. per kilo- 
gram of oxytetracycline. 

As observed in the first experiment, the time of survival of the treated animals 
was longer than those of the untreated control group. The chlortetracycline-treated 
animals lived the longest. 

Table 3 shows the therapeutic effect of treatment initiated 24 hours after 
inoculation. 

Three of five mice treated with 0.100 gm. per kilogram of chlortetracycline sur- 
vived; none, however, survived of the four treated with 0.025 gm. Al! of the 
oxytetracycline- and erythromycin-treated animals died. The survival time was about 
the same for each group of animals. 


TABLE 3.—Therapeutic Effect of Chlortetracycline, Oxytetracycline, and Erythromycin Given 
Orally Beginning Twenty-Four Hours After Inoculation of Mice with 
Erysipelothrix Rhusiopathiae* 


Deaths 
In Days 


Gin. per Mice, 
No 


Oxytetracycline . 0.200 


0.100 
Erythromycin 0.200 
Controls 
* By intraperitoneal injection of 0.2 ce. of 1:5,000 dilution of a 24-hour culture in heart infusion broth. 
t Passage into stomach twice daily for five consecutive days 
t Accidental death of one animal when treated. 
CONCLUSIONS 
The study shows that chlortetracycline in dose of 0.100 gm. per kilogram admin- 
istered immediately after inoculation afforded complete protection and 60% protec- 
tion when treatment was initiated 24 hours after inoculation. In dose of 0.025 gm. 


per kilogram, protection was 50% when treatment was given immediately after 


inoculation. No protection was provided when treatment was given 24 hours after 
inoculation. 

The only therapeutic effect of oxytetracycline and erythromycin was essentially 
a longer time of survival of treated animals compared with the untreated controls. 
The oxytetracycline-treated animals lived longer, and one survived. This indicates 
a greater therapeutic effect of oxytetracycline than erythromycin. 

Little has studied the effects of chlortetracyeline in the treatment of mice inocu- 
lated with Ery. rhusiopathiae. His method differed from the one we employed. 
Fifteen milligrams per kilogram injected intra-abdominally twice daily for three 
successive days gave complete protection, The initial treatment was given one-half 
hour before inoculation with a lethal dose of ry. rhusiopathiae that killed untreated 
mice in 48 to 72 hours. 

Prier and Alberts have reported on the effects of chlortetracycline in comparison 
with penicillin in the treatment of pigeons and turkeys inoculated with Ery. rhusio- 
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pathiae. In the treatment of pigeons, 20 mg. per kilogram of chlortetracycline given 


at the time of inoculation and 24 hours later decreased the mortality. In comparison, 
10,000 units of penicillin given at the same intervals proved effective. 

In the treatment of turkeys, 100 and also 200 mg. per kilogram of chlortetracy- 
cline given at the same interval did not appreciably decrease mortality in comparison 
with the complete protection afforded by 100,000 units of penicillin. 

Immunologic Reaction to Ery. Rhusiopathiae—As shown in Table 2, mice 
treated with 0.100 gm. and with 0.025 gm. per kilogram of chlortetracycline given 
six hours after inoculation did not survive ; whereas, three of five animals that were 
treated with 0.100 gm. chlortetracycline given 24 hours after inoculation survived, 
These results were attributed to an immunologic reaction of the host to infection. 

This influence of immunity becomes more apparent in the following experiment: 
The seven mice surviving chlortetracycline treatment given immediately after inocu- 
lation (Table 1) were killed after reinoculation with a lethal dose of Ery. rhusio- 
pathiae. These animals died in the same period as the control group. 

The one surviving animal after oxytetracycline treatment given six hours after 
inoculation (‘Table 2) and the four mice surviving after chlortetracycline treatment 
given 24 hours after inoculation (‘Table 3) were reinoculated with a lethal dose 
of Ery. rhusiopathiae. All survived except one of the chlortetracycline-treated 
animals. This animal died on the ninth day after reinoculation. The five mice com- 
prising the control group inoculated with the same lethal dose died in four to six 
days after inoculation. 

Immunity afforded by a delay in treatment was also observed in our former 
study of the therapeutic effects of penicillin in treatment of Ery. rhusiopathiae 
infection of mice. We reviewed similar observations of Van ls, Olney, and Blore 
in their study of penicillin in the treatment of the experimental infection in pigeons. 
In our communication we discussed the immunologic reaction of man and animals 
to Ery. rhusiopathiae, and a comparison was made of the influence of immunity 
afforded by delayed therapeusis to certain clinical observations pertaining to syphilis. 

Therapeutic Effect of Other Antibiotics.—We have also reported on the effects 
of penicillin in the treatment of mice inoculated with Eery. rhusiopathiae. The sur- 
vival rate was 100% following treatment with 600 units daily (the smallest amount 
employed), and after treatment with 1,800 units daily, beginning eight hours after 
inoculation. 

We have reviewed reports of other investigators that showed the excellent thera- 
peutic effect of penicillin in the treatment of the experimental infection of mice and 
of pigeons, and mention has been made of the report of Prier and Alberts of its 
effects in the treatment of turkeys. 

In another study, streptomycin (injected subcutaneously) showed only very 
slight therapeutic effects. Only 4 mice survived of 48 treated with a varying number 
of units up to 3,600 units daily. 

A similar study was reported by Woodbine, in which streptomycin was admin- 
istered intra-abdominally. Ile observed greater therapeutic effects than observed 
by us. He concluded that penicillin was about five times more effective than strep- 
tomycin. 

In Grey’s investigation single injection of 140,000 y of streptomycin afforded 
protection after inoculation of turkeys with a lethal dose of Ery. rhusiopathiae. 
Treatment was administered 24 hours after inoculation. 

573 


* ¢ it 
= 
Fas 
f 


Ber ARCHIVES OF DERMATOLOGY AND SYPHILOLOGY 


All of the antibiotics have been studied in vitro against Ery. rhusiopathiae. Such 
studies have shown a greater inhibitory effect of penicillin and some degree of 
inhibition by other antibiotics. 

Moroni observed that penicillin exhibited the greatest inhibitory effect and that 
the effect of chloramphenicol (Chloromycetin) was greater than streptomycin. In a 
subsequent report he studied the effects of tryrothricin, oxytetracycline, bacitracin, 
and nitrofurazone (luracin) in vitro, Tyrothricin and oxytetracycline exhibited the 
greatest effects ; both, however, were less effective than penicillin. 

English and his collaborators observed in an in vitro study that next to penicillin, 
carbomycin (Magnamycin) was the most effective, followed in order by oxytetra- 
cycline, chlortetracycline, and streptomycin. 

It becomes apparent that no accurate correlation can be made of the effects of 
antibiotics against ry, rhusiopathiae in vitro in relation to the results observed 
In 

Woodbine summarizes his comprehensive review of the chemotherapy of infec- 
tions by Iery. rhusiopathiae as follows : 

All the strains of /:. rhusiopathiae examined are resistant in vitro to those sulfonamides 
owing their activity to reversal of p-aminobenzoic acid, and are not amenable to chemotherapy 
with these compounds. All strains of /:. rhustopathiae are sensitive to benzylamine-4-sulfonamide, 
penicillin and streptomycin in witro, and penicillin is more active, weight for weight, than 
streptomycin. Penicillin and streptomycin, in high doses, protect mice against infections by 
FE, rhusiopathiae and a synergistic action is obtained with penicillin and streptomycin simul- 
taneously. The experimental results indicate that /:. rhustopathiae infection in swine is not yet 
amenable to chemotherapy and that antiserum still retains its accepted place. The antibiotics, 
however, appear acceptable for treating infections by /:. rhusiopathiae im man and in_ birds, 
particularly turkeys. 

Treatment of Lrysipelothrix Rhusiopathiae Infection in Human Beings.—In the 
treatment of the disease it is desirable to enhance the therapeutic armamentarium. 
In treatment of Ery. rhusiopathiae infection, the two most effective agents are 
antiserum and penicillin. 

It is difficult to correlate the effects of the antibiotics against Ery. rhusiopathiae 
as determined by in vitro and in vivo studies with therapeutic action and doses 
required in the treatment of the infection in human beings. From data herein 


reviewed it appears that next to penicillin, chlortetracycline and = streptomycin 


are the most effective agents. Magnamycin requires further study, especially in vivo, 
to define its status. Only penicillin has been clinically evaluated. In the treatment of 
localized cutaneous forms of infection, erysipeloid of Rosenbach, 1,000,000 units 
and less of penicillin have been observed to be curative.* Larger doses, however, 
like 2,000,000 to 3,000,000 units should be employed in order to prevent relapses. 
Some of Goodwin's patients required 3,000,000 to 5,000,000 units in the treatment 
of relapses following initial treatment with minimum doses. 

Kight million units administered in 20 days was effectively employed by Ehrlich 
in the treatment of a patient with the generalized form of infection (culture of the 

* Elsewhere one of us (Klauder, J. V.: Erysipeloid as an Occupational Disease, J. A. M. A. 
111:1345, 1938) reported 100 cases of erysipeloid with treatment by various methods and 
included in the report the duration of the disease from onset to recovery. The following 
statement was made: “Indeed it is difficult to evaluate different methods of treatment, since 
in many cases erysipeloid apparently runs a self-limited course and splinting the hand may 
be the only required treatment.” 
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blood for Ery. rhusiopathiae was not performed). In the treatment of a somewhat 
similar case reported by Zinsli (culture of the blood gave negative results ), 4,100,000 
units was curative. 

Only one report is available on the use of a nonpenicillin antibiotic in treatment 
of erysipeloid.+ Miani employed streptomycin administered intramuscularly in the 
treatment of 14 patients with erysipeloid. He administered either 1 gm. daily or 0.5 
gm. twice daily, or 0.1 gm. every three hours. Cure was obtained in three to 
four days. 

We are unacquainted with any reports of an antibiotic in the treatment of the 
septicemic form of infection. In treatment, antiserum and penicillin in full doses 
is the treatment of choice. Klauder and Harkins observed that antiserum in doses 


of 0.2 cc. protected mice against 1,000 times the fatal dose of Fry. rhusiopathiae 


Supplemental administration of a sulfonamide compound for its synergistic action 
with penicillin is indicated. In a previous study, we reported evidence of such action 
in the treatment of the acute septicemic form of Ery. rhusiopathiae infection of mice 

If penicillin cannot be employed, a second choice in treatment would comprise 
antiserum and full doses of chlortetracycline and streptomycin with a sulfonamide 
compound for their possible synergistic effects. 


1934 Spruce Street (3). 
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+ Waage (Treatment of Seal Finger with Aureomycin: Foreign Letters, J. A. M. A. 
145:103, 1951) reported satisfactory results from chlortetracycline in the treatment of 30 patients 
with “seal finger.” This disease (also called “blubber finger’’) occurs in persons who catch seals 
or handle the skin of seals. Its clinical resemblance to erysipeloid and its origin from seals 
suggests infection caused by Ery. rhusiopathiae 

Svenkerud, Rosted, and Thorshaug (A Disease of Seals Similar to Swine Erysipelas 
Nord. vet. Med. 3:147, 1951; abstracted, Vet. Bull. 22:3623, 1952) isolated from cutaneous 
lesions in seals an aerobic, nonmotile, rod-shaped bacillus that resembled Ery. rhusiopathiae 
The cutaneous lesions resembled those occurring in Ery. rhusiopathiae infections of swine 
These investigators thought the organism tsolated belonged to the family of corynebacteriaceae 
This opinion and their observation that the organism was nonpathogenic to pigeons make its 
identity as Ery. rhusiopathiae questionable 
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EXFOLIATIVE DERMATITIS 


Its Etiology and Prognosis 


HAROLD T. H. WILSON, M.D., M.R.C.P. 
LONDON, ENGLAND 


ee dermatitis is not a common disorder, Crocker (1903) estimated 
its incidence at 3 per 2,000 and Lancashire (1927) at 1 per 2,250 cases of skin 
disease. In the latter half of the last century several types of this condition were 
recognized in adults. The more important of these were erythema scarlatiniforme 


(Féréol, 1876), epidemic exfoliative dermatitis (Savill, 1891), pityriasis rubra 
(Hebra, 1868), and the Wilson-Brocq type of exfoliative dermatitis (Wilson, 1867). 
Each of these had certain characteristic features, but there is no evidence that any of 


them was a distinct clinical entity. 

A fresh approach to the subject was made by Baxter (1879), who divided all 
cases into the so-called “primary” and “secondary” types and recognized that it was 
often impossible to distinguish between the two by clinical observation alone. 

The primary cases developed in an apparently healthy person; the secondary 
ones supervened upon a previous skin disease, such as eczema, psoriasis, or pem- 
phigus foliaceus. When this happened the special features of the original dermatosis 
were often merged into those common to all varieties of exfoliative dermatitis. 

Many examples of “secondary” exfoliative dermatitis are due to drugs, mercury, 
gold, and inorganic arsenic accounting for most of these cases. Others have occurred 
after the use of preparations of widely different chemical composition, such as 
phenobarbital (Phenobarbitone) (Wile and Benson, 1940), the sulfonamides 
(Peterkin, 1945), potassium thiocyanate (Potassium Sulphocyanate), (Weis and 
Ruedemann, 1929), quinacrine (Atabrine) hydrochloride (Noojen and Callaway, 
1942; Agress, 1946), diethylstilbesterol (Kasselberg, 1942), codeine (Moyer, 
1948), and the antibiotics (Farringdon and Tamara, 1947; Brouet and others, 
1950). Exfoliative dermatitis associated with hepatic and renal damage has been 
described in a patient who was sensitive to paraaminosalicylic acid and streptomycin 
(Jeffery and others, 1952). Of exceptional interest was the finding of both exfoli- 
ative dermatitis and periarteritis nodosa in a patient who died as a result of 
sensitivity to diphenylhydantoin (Dilantin) sodium (Van Wyk and Hoffman, 1948). 

The association between the reticulosis or lymphoblastoma group of disorders 
and generalized cuticular scaling is well known and has assumed an increasing 
importance in the last few decades. Although most commonly found in the pre- 
mycotic phase of mycosis fungoides and chronic lymphatic leukemia, exfoliative 
dermatitis has been described in association with myeloid (Nekam, 1937) and mono- 
cytic (Montgomery and Watkins, 1938, second reference) leukemias, Hodgkin’s 
disease (Miller, 1928; Wigley, 1937), giant follicular lymphadenopathy (Symmers, 
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1938), and polymorphous cell sarcoma (Combes and Bluefarb, 1941). A skin biopsy 


in these conditions may show a characteristic infiltrate or a nonspecific inflammatory 
change (Audry, 1902; Arndt, 1914). 

Also associated with exfoliative dermatitis are several indeterminate disorders 
such as pseudoleukemia (Nicolau, 1904) and lymphoblastic erythroderma (Sequeira 


and Panton, 1921), in which there are lymphadenopathy and gross lymphocytosis 
but no evidence of leukemia. Somewhat similar is Sezary’s reticulosis (Sezary and 
souvrain, 1938), in which there is lymphadenopathy associated with the presence 
of primitive cells in the skin and circulating blood. In the lipomelanic reticulosis 
(Pautrier and Woringer, 1937) there is lymphadenopathy, the swollen glands being 
invaded by histiocytes containing melanin and sudanotropic material. It 1s probable 
that in all these conditions the reticuloendothelial changes result from a reaction to 
a primary skin disorder. 

While recognizing a variety of causative agents of generalized exfoliative derma- 
titis, we know little of the relative frequency of the various causes. Of 73 cases 
studied at the Mayo Clinic (Montgomery, 1933) 14 followed psoriasis and 15 
eczema. No less than 18 cases (24.6% ) were found to be suffering from one of the 
reticulosis or lymphoblastoma group of diseases. It was found, moreover, ( Mont 
gomery and Watkins, 1938, first reference) that between a third and a half of all 
instances of exfoliative dermatitis encountered among patients over 40 years of age 
were the result of lymphoblastoma. The importance of Montgomery’s findings 1s 
evident, and he concluded that a very guarded prognosis must be given, even in 
those cases which appeared at first sight to be examples of generalized eczema. 
thers (Richter, 1939; Jarrett and Kellett, 1951) believed that in most cases the 
disease occurred after a preexisting dermatosis and that the incidence of examples 


of a true reticulosis was small. 


THI PRESENT INVESTIGATION 

The present investigation is an enquiry into the etiology and prognosis of exfolt- 
ative dermatitis. In particular, answers have been sought to the following questions : 
(1) In what proportion of cases is this condition a symptom of a latent reticulosis ? 
(2) What value can be attached to clinical observation and laboratory investigations 
in arriving at a diagnosis? 

The clinical material consisted of 50 cases, 34 men and 16 women (Table 1). Cases 1 to 18 
were collected from the records of the Middlesex Hospital over a 15-year period; the rest 
(Cases 19 to 50) were observed by me at various London hospitals. Ages ranged from 30 to 79, 
with an average age of 54.6, the commonest incidence occurring between the ages of 50 to 70 
Fight patients had previously suffered from psoriasis, nine from eczema or seborrheic dermati- 
tis, and one from pityriasis rubra pilaris; the rest had had no previous skin disease 

Physical Signs —Five patients retained small islands of normal skin; in the others the whole 
cutaneous surface was involved. Pigmentation varied from brown to slate-gray, being least in 
the psoriatic group and greatest in the “lipomelanic” group, particularly after treatment with 
corticotropin (ACTH). The character of the scaling did not give any clue to the nature of the 
affection; for instance, the psoriatic group produced examples of fine branny scaling (Fig. 14), 
profuse desquamation (Fig. 1B), and the “continuous sheet” peeling normally associated with 
erythema scarlatiniforme (Fig. 2). In general, an acute course was associated with profuse 
exfoliation, the scales becoming smaller in the more chronic, indolent cases. Although the clinical 
characteristics of psoriasis were usually obscured on the body when generalization occurred, they 
were occasionally retained on the palms and soles. Edema of the skin could be demonstrated 
microscopically in all the cases in which biopsy was performed and could frequently be detected 
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TaBLe 1.—Analysis of Fifty Cases of Exfoliative Dermatitis 


Duration Follow-Up 
Age, Yr. ot Disease Diagnosis Results Period, Yr 
O4 3 mo Psoriasis Recovered 1S 
2mo Arsenic Recovered Nil 
smo Unknown Died 
wk Exogenous Recovered Nil 
dermatitis 
4% yr. Kezema Recovered 


14 mo Unknown Died 
reticulosis 
Seborrheic Recovered 
dermatitis 
lO yr Monocytie Died 
leukemia 
4yr Kezema and Recovered 
diabetes 
Unknown eczema Died 
mo Arsenic Recovered 
6 wk Seborrheic Recovered 
dermatitis 
2yr Exogenous Died 
dermatitis 
iwk lodide eruption Died 
3yr Unknown Died 
3 mo Psoriasis Recovered 
20 mo Kezema Recovered 
Few mo Psoriasis Died 
and arsenic 
6 mo Eezema Died 
pyr Unknown Died 
Tyr Eezema Recovered 
6yr Unknown Unchanged 
Psoriasis Recovered 
10 mo Eezema Reeovered 
19 mo Unknown Died 
4 mo Unknown Reeovered 


4mo Exogenous Died 
dermatitis 

Mycosis Died 
fungoides 

10 mo Unknown Died 


7 mo. Reticulum-cell Died 
sarcoma 

Kezema Recovered 

4yr Psoriasis Unchanged 

4 mo Exogenous Recovered 
dermatitis 

4 mo Psoriasis Recovered 

imo Psoriasis Recovered 

3 wk Psoriasis Died 

6 mo. Sezary's Died 
reticulosis 

9 mo Unknown Died 

3wk Unknown 

smo Psoriasis Recovered 

2% yr Unknown, asso Died 
ciated poly arteritis 

Psoriasis Recovered 

3 mo Pityriasis Recovered 
rubra pilaris 

2yr Unknown Recovered 

3mo Arsenic Recovered 

3mo Psoriasis Recovered 

9 mo Pityriasis Recovered 
rubra pilaris 

12 mo Seborrheic Recovered 
dermatitis 

12 mo Unknown Recovered 

4 mo. Psoriasis Recovered 

12 mo Kezema Recovered 

2% yr. Unknown Unchanged 


Case Sex 
1 M 
2 M 
3 M 
M 
5 
7 M 38 
9 M 65 7 
10 M 68 
12 F 16 7 
13 M 55 
l4 F 62 
15 M 63 
16 63 4 
17 M 57 2 
is M os 
19 F 36 
20 M 70 
21 M 39 4 
22 M 30 
23 is 4 
24 M 69 1 ed 
25 M 4 
%6 M 4 : 
3M 
27 M 6s 
28 F 39 
29 M 63 
30 F 58 
31 M 63 
32 M 34 
M 57 8 
34 M 30 3 
35 M 67 
37 M 65 1% 
38 F 71 
39 M 47 
10 M 65 
41 F 79 3 
M oS 9 
44 F 75 2 aes 
45 M 72 
46) M 37 
M 57 My 
19 F 45 
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Fig. 1 (Case 44).—A, generalized psoriasis with fine scaling. (Case 40).—B, generalized 
psoriasis with profuse scaling. (Case 50).—C, enlarged inguinal glands showing lipomelanic 
changes on histological examination. 


Fig. 2 (Case 44).—“Continuous sheet” type of peeling in generalized psoriasis. 
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clinically. Most patients had some swelling of the ankles when ambulant; in a tew cases this 


might have resulted from loss of serum protein, in others it was apparently due to the inflamma- 
tory process. 

Hair Loss: Diffuse hair loss was usual, except in those cases which ran a very short course 
Where the affection was prolonged universal alopecia often developed. Regrowth normally 
occurred on recovery, and not infrequently the hair regrew in spite of continuance of the « xfolia- 
tive process. 

Nail Changes: Dystrophic changes of the nails normally occurred in those patients who lost 
their hair, The nails became opaque, yellowish, and thickened and were sometimes shed. The 
pitted character of the psoriatic nail was usually, but not invariably, obscured by this dy strophic 


process. 


2.—Histolog ‘cal lindings 


Skin Biopsy Gland Biopsy 
Chronie inflammation 
Chronic inflammation 
Chronic inflammation (1950) Reactive changes ? Hodgkin's disease 
(1950) 
Chronie inflammation (1961) (2) Reactive changes (1951) 
Chronic inflammation (1947) Suggestive of a reticulosis, but not 
typical (149) 
Chronic inflammation (1949) 2) Inflammatory changes (1950) 
Chronie inflammation Lipomelanie ehanges 
Chronic inflammation Lipomelanie changes 
Chronie inflammation Lipomelanie ehanges 
Chronic inflammation Lipomelanie changes 
Chronic inflammation (1947) Chronic inflammatory changes (1047) 
Chronie inflammation (1948) 
Mycosis fungoides (1949) 
Chronie inflammation Lipomelanie changes Hodgkin's disease 
Chronie inflammation Lipomelanic changes 
Psoriasis (1948) Lipomelanic changes 
Psoriasis (1950) 
Chronie inflammation Lipomelanie changes (slight) 
Suggestive of psoriasis 
Suggestive of reticulosis Lipomelanie changes 
Chronic inflammation 
Chronie inflammation Lipomelanie changes 
Consistent with diagnosis of 
pityriasis rubra pilaris 
Suggestive of reticulosis (1950) Hodgkin's disease (1949) 
Reticulosis (1951) 
Chronie inflammation Probably reactive hyperplasia, pos 
sibly follicular retieulosis 
Psoriasis 
Consistent with diagnosis of 
pityriasis rubra pilaris 
Chronie inflammation 
Chronie inflammation Lipomelanie changes 
Chronic inflammation Lipomelanic changes 


Lymph Glands: A symmetrical firm painless swelling of the superficial lymph nodes devel 
oped in all the patients who complained of itching (Fig. 1C). In the other cases glandular 
enlargement was slight or absent. Suppuration of the enlarged glands did not occur. In one 
case a mass of glands was felt in the right iliac fossa, and this was proved at autopsy to have 
resulted from invasion by a reticulum-cell sarcoma. In the others the enlargement was found to 
have no pathological significance, and the glands returned to their normal size as the skin 
improved, 

Investigations —Histological Examinations: (TasLe 2) (1) Biopsy of skin. Thirty sections 


were examined microscopically from the skin of 25 patients. The results were as follows: 


Sections 
Chronie inflammatory changes 
Reticulosis 
Psoriasis 
Pityriasis rubra pilaris 


q 
a 
Case 
20 
21 
(2) 
99 
Q) 
(2) 
26 
Zé 
28 
(2) 
(3) 
29 
31 7 
32 
(2) 
33 
35 
26 
39 
41 
43 
44 
45 
46 
47 
7 
50 
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Fig. 3 (Case 32).—Exfoliative dermatitis secondary to psoriasis. 
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hig. 4 (Case 28).—Premycotic phase showing simple inflammatory changes. * 40. 
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Chronic inflammation. A typical picture showed parakeratosis and acanthosis. There was 
edema of the superficial dermis, with a cellular infiltrate consisting of lymphocytes, reticulum 
cells, and a variable number of eosinophiles. This appearance was given in cases in which the 
condition had developed after eczema, arsenical dermatitis, and the unknown group It was also 
seen in two sections of skin from a patient suffering from the premycotic phase of mycosis 
fungoides (ig. 4) 

Reticulosis.—In these cases the epidermis showed the same changes as that of the inflamma 
tory group. Within the upper third of the corium there was, however, a diffuse infiltration con 


sisting of small round cells, mononuclear cells, eosinophiles, and mast cells. Giant cells were 


present, and several cells showed mitotic figures. The type of reticulosis could not be determined 


from the skin biopsy. Sections from the ski, of patients with psoriasis (Fig. 3) and pityriasts 
rubra pilaris showed the histological picture of these two conditions 
(2) Biopsy of lymph gland. Eighteen sections were examined from the skin of 16 patients 


The results were as follows 


Sections 
Lipomelanie changes 10 


Nonspecific reactive changes 5 


Suggestive of Hodgkin's disease 
Sugvestive of reticulosis Cuneonfirmed at second biopsy) l 


Lipomelanic changes. The histological appearance in these cases was similar to that described 
by Pautrier and Woringer. The essential change consisted of pale reticulum cells in the cortical 
portion of the medulla of the lymph node. At the periphery were many histocytes containing 
melanin. In these patients the exfoliative dermatitis was preceded by psoriasis in one, eczema 
in another, exogenous dermatitis in two, and seborrhoeic dermatitis in a fifth. The rest were 
undiagnosed, but one was found to have polyarteritis nodosa when postmortem examination 
was done. 

Five sections showed follicular hyperplasia associated with sinus catarrh 

Of the two patients whose lymph glands gave an appearance suggesting Hodgkin's disease, 
one died and a postmortem examination was not performed. The second is alive and appears to 
be recovering, so that the diagnosis was not established with certainty in either case Soloff 
(1941) emphasized the difficulty in distinguishing histologically between some cases of lipome 
lanic reticulosis and Hodgkin's disease. 

Blood Cell Counts: Red cells. This condition showed no characteristic blood picture. A few 
patients suffered from a severe macrocytic anemia for which no cause could be found. In the 
rest blood cell counts were obtained which fell within normal limits or showed some degree of 
macrocytic anemia. 

White cells. The series included one case of monocytic leukemia in which the patient shortly 
before death gave the following blood cell count: “R.B.C.2,970,000, Hb.50%, C.1.0.9, W.B. 
5,600, P.42, 1.34, L.M.20, F.4. The large mononuclears are primitive in type.” 

In another case, published separately (Wilson and Fielding, 1953), the patient showed in his 
blood giant mononuclear cells similar to those described by Sezary. These were the only two 
cases in which the diagnosis was established from the blood cell count. Of 40 patients whose 
blood was examined, 20 showed at some time a leucocytosis varying from 12,000 to 40,000 
W.B.C. per cubic millimeter. In individual patients serial counts showed considerable variation 
High white blood cell counts were given not only in all the examples of reticulosis, but also in 
several of the cases which followed eczema 

Differential counts also showed considerable variation, and differences in pattern did not 
appear to be associated with a different etiology. A marked eosinophilia was a common finding 
In general, the psoriatic patients gave lower total white blood cell counts and a lower eosinophil 
count than the rest of the group, average figures being 658 eosinophiles per cubic millimeter for 
the psoriatic cases and 1,112 for the whole group 

Sternal Marrow Examinations: The sternal marrow was examined in 10 patients, and in no 
case did the findings provide any additional information. There is, unfortunately, no record of a 
bone-marrow examination in the patient who was suffering from monocytic leukemia All the 


other patients examined showed normal cellularity or some degree of eosinophilia 
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Serum Protein Estimations, Gm. per 100 ML* 


Diagnosis Albumin Globulin Total 
Psoriasis and arsenic 
Unknown 
Kezema 
Psoriasis 
Unknown 
Psoriasis 
Unknown 
Polyarteritis nodosa 
Psoriasis 
Pityrasis rubra pilaris 
Arsenic 
Seborrheic dermatitis 
Seborrheie dermatitis 


Unknown 


Psoriasis 
Kezema 
Unknown 


Seborrheic dermatitis 


* Maximum and minimum figures are given where serial counts show significant changes 


Fig. 5 (Case 28).—Mycosis fungoides. Section of tumor showing massive infiltration with 


reticulum cells. 40. 


Case 
18 
41 
ae 43 
46) 
47 46 3.7 8.3 
2 3.2 5.2 
a 19 5.6 2.4 5.0 
4.2 3.1 7.3 
3.6 14 5.0 
1.6 3.2 1.8 
~ 
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Serum Proteins (Table 3): It has been stated (Beek, 1949) that hypoproteinemia results 
from liver damage and is seen in exfoliative dermatitis due to metallic potsoning, but not in the 
so-called “primary” cases. Repeated estimations on 15 patients in the present series showed a 
fall in serum protein to less than 6 gm. per 100 ml. in 8 patients, only 1 of whom (Case 18) was 
suffering from metallic poisoning 

Of five patients showing a reversal in the albumin-globulin ratio in addition to a fall in total 
protein, three have died, postmortem examination having been done on two of them. The first 
(Case 34) showed extensive amyloid disease of the liver and the second (Case 39) a typical 
fatty liver. Of the two remaining patients, one (Case 47) has recovered from his exfoliative 
dermatitis and now has a normal serum protein. The second (Case 50) has been observed over a 
period of two years. During this time there has been a gradual fail in serum protein associated, 
in the last six months, with a reversal in the albumin-globulin ratio and a strongly positive 
thymol flocculation test, with a thymol turbidity of 16 units per 100 ml 

After History —Of those who were undiagnosed on their first examination, in Case 28 the 
cutaneous tumors characteristic of mycosis fungoides developed 18 months after the patient was 
first seen (Fig. 5). After five months’ stay in the hospital, one patient (Case 35) was found 
to have giant mononuclear cells in the blood stream similar to those described by Sezary 
Case 41 was seen to be an example of pityriasis rubra pilaris a month after regression of the 
exfoliative stage. In Cases 38 and 40 the original rash cleared completely, but characteristy 
psoriatic patches developed a year after the patients’ first admission to the hospital Both were 
evidently examples of psoriasis in which the disease had presented in a generalized form In 
Case 21, an exfoliative dermatitis of 7 years’ duration with lymphadenopathy, splenomegaly, 
macrocytic anemia, and cachexia, the patient was originally suspected of having a latent reticulo- 
sis. Two years later his eruption cleared, and his glands and spleen returned to normal size 
In Case 32 the patient, when first seen, had received a course of deep x-rays because the histo 
logical picture of an excised lymph gland was that of Hodgkin's disease. Two specimens of skin 
showed the appearance of a reticulosis on microscopical examination. In spite of this his rash 
cleared, leaving only a mild papular eruption which has gradually faded over the course of the 
last two years. 

Prognosis: Three patients are still under treatment, and their condition is unchanged 
Twenty-eight patients recovered from this affection and are in tolerably goed health, although 
many of them still have localized patches of eczema or psoriasis. The average duration of the 
disease was between 8 and 10 months in nonfatal cases, and few patients recovered after the 
generalized exfoliation had lasted for over one year 

No deaths occurred among eight cases of generalized uncomplicated psoriasis, two examples 
of generalized pityriasis rubra pilaris, and three cases of exfoliative dermatitis due to arsenic, 
although a death resulted from arsenical medication in a psoriatic, and a psoriatic with spondyli 
tis and severe arthropathy also died. 


Nineteen patients died of a complication of the disease, the cause of death being as follows 


Cases, No. 


Toxemia 


Amyloid disease 


Mycosis fungoides 
Monocytie leukemia 
Reticulum-cell sarcoma 


Postmortem Examinations: Postmortem examinations were done on 10 patients. In one 
patient whose case had been regarded clinically as mycosis fungoides invasion of the viscera by 
reticulum cells was found on microscopical examination. The histological picture was consid 
ered to be that of reticulum-cell sarcoma. In another the presence of enlarged abdominal gland 
detected ante mortem was confirmed. Histologically the picture was again that of a reticulum 
cell sarcoma rather than Hodgkin's disease, which was the clini al diagnos Ihe change ot 
polyarteritis nodosa were discovered when sections from the lungs of a third patient were exam 
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ined. A fourth showed extensive amyloid disease, which had not been suspected clinically, and 
in a fifth fibrosis of the myocardium, the result of an old coronary thrombosis, was discovered 
The results of the other five postmortem examinations threw no light on the cause of the exfoli- 
ative process 


Diagnosis. —It was possible to distinguish the following groups of cases 


(1) Generalization of known skin diseases 
Psoriasis 
Kezema and contact dermatitis. . 
Eezema and contact dermatitis 
Seborrheic dermatitis . 
Pityriasis rubra pilaris 
Toxie due to arsenic 
Toxle due to jodides 
Reticeuloses 
Mycosis fungoides 
Monocytice leukemia 
Reticulum-cell sarcoma 
Sezary’s reticulosis 
Reticulosis 
(5) Allergic, cause unknown (polyarteritis nodosa)... 
(6) Unknown 
The 10 cases of unknown etiology were all in men between the ages of 43 and 70; eight of 
the men complained of great itching associated with considerable cutaneous pigmentation and 
glandular enlargement—the so-called “lipomelanic syndrome.” Neither clinical examination not 
laboratory investigations provided any clue as to their causation. Two of these patients made a 
complete recovery; the rest have either died or are substantially unchanged 


COMMENT 

Of the 50 patients investigated, 18 had previously suffered from one of the 
commoner skin diseases, which became generalized to produce an exfoliative derma 
titis, In two cases of psoriasis and one of pityriasis rubra pilaris the illness began 
in this generalized form and later adopted a more characteristic pattern. 

No definite clinical distinction could be made between most of these cases and 
those in which the etiology was obscure, a finding which agrees with Baxter's 
opinion regarding primary and secondary exfoliative dermatitis. 

Generalized psoriasis, however, could frequently but not invariably be distin- 
guished by diminished pruritus, absence of lymphadenopathy, and a comparatively 
low eosinophile count. 

No clinical difference could be found between an exfoliative dermatitis of eczema 
tous origin and one which developed as a nonspecific reaction to a latent reticulosis. 
An exception was Case 30, in which the patient had a mass of glands in one iliac 
fossa when first examined. 


Skin biopsy was helpful in distinguishing cases of psoriasis and pityriasis rubra 


pilaris, both of which retain their characteristic histology (Goeckerman and ©’Leary, 
1932; Montgomery, 1933). 
Of four patients who suffered from some form of reticulosis, only two gave a 


significant picture on microscopical examination of the skin. One of these was a 
patient with mycosis fungoides in whom nonspecific inflammatory changes were 
shown in two sections of skin taken during the premycotic phase, an interval of 12 
months separating the two examinations, A fifth patient, whose skin showed changes 
believed to be those of a reticulosis on two separate microscopical examinations, has 
subsequently recovered. 
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Lymph-node biopsy was unhelpful and often misleading No case was diagnosed 
as a result of it, and great difficulty was found in distinguishing between reactive 
changes and those of Hodgkin's disease. The finding of lipomelanic changes did not 
influence the prognosis and threw no light on the etiology 

Apart from the finding of a case of monocytic leukemia and an example ot 
Sezary’s reticulosis in this series, blood examination did not help in determining the 


etiology. No example of lymphatic leukemia or of lymphoblastic erythrodermia was 


discovered. It is considered that both these conditions are very rare. 

There was much variation in total white blood cell counts, which tended to be 
high, and it seemed that the leucocytosis was a reaction to the exfoliative dermatitis 
and had no other significance. The same may be said for the eosinophilia, which 
was often considerable. 

The cause of the exfoliative dermatitis was discovered in 31 patients, and a 
probable diagnosis was made in a further 9. Most of these were cases of generalized 
eczema or psoriasis, and only four definite and one possible example of reticulosts 
were found in the series. These figures are similar to those of Richter, who dis 
covered only two cases of leukemia and one of mycosis fungoides among 79 patients 
with exfoliative dermatitis. In a similar series Montgomery and Watkins found 
evidence of lymphoblastoma in 25% of their patients 

Of the 19 cases with fatal termination in the present series 12 resulted from 
pneumonia and 4 from cardiac complications. [Exfoliation of the mucosa f the 
respiratory tract (Poole and Wehger, 1934) was not seen. 

Two conditions of some rarity were found, namely, a case of polyarteritis nodosa, 
and a patient suffering from “Sezary’s reticulosis,” a condition of unknown etiology 
included provisionally among the reticuloses. To find exfoliative dermatitis assoc 
ated with periarteritis nodosa is not surprising. Both have been described in 
association with tuberculosis and the specific fevers and as manifestations of hyper 
sensitivity to the sulfonamides, iodine, and arsenic. It would seem probable that 
some types of exfoliative dermatitis and all cases of polyarteritis nodosa result from 
an antigen-antibody reaction. 

SUMMARY 

The literature relating to exfoliative dermatitis is reviewed. 

Fifty new cases are presented. 

The importance of clinical examination and laboratory procedures in deter 
mining the etiology is discussed. 

Most cases resulted from the generalization of a preexisting skin disease. 

A dermatosis occasionally began in this generalized form and later took on a 
more characteristic pattern. 

Only four cases were proved to be suffering from a reticulosis 

LLymphadenopathy, leucocytosis, and eosinophilia were thought to be due to the 
primary skin disorder. 

Twenty-eight patients recovered, 19 died, and the condition of 3 is unchanged 

Dr. F. Ray Bettley, Dr. Michael Feiwel, Dr. R. M. B. MacKenna, Dr. James Owen and 
Dr. J. E. M. Wigley gave me their permission to study their cases 

Dr. Henry Haber and Dr. A. H. T. Robb Smith reported on the histology of the skin and 
lymph nodes. The photographs were taken at the Photographic and Morbid Histology depart 
ments of the Central Middlesex Hospital 
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FOGO SELVAGEM (PEMPHIGUS FOLIACEUS) 


Review of the Brazilian Literature 


CAPTAIN MARTIN V. BROWN (MC), U.S.N. 


HIS REVIEW began initially 18 months ago shortly after | arrived in Brazil, 
the land of fogo selvagem, pinta, and South American blastomycosis. It quickly 
became evident that the majority of Brazilian medical writing on these subjects was 
in Portuguese, and a comprehensive knowledge of Brazilian Portuguese was neces- 
sary. After one year of study of the language and residence in Brazil I felt secure 
enough to embark on a study of fogo selvagem, a curious endemic bullous disease. 
| discovered that the works of Vieira, Orsini de Castro, and others were master- 
pieces. One could say, “Let's have all of them translated into [:nglish”’; my reply is, 
“Who would or could finance it?” Joao Paulo Vieira has written some excellent 
reviews of pemphigus foliaceus, and if the writings of any one author should be 
translated into English it should be his papers on the subject. However, none of his 
writings, to my knowledge, has appeared in [english since a translation of the above 
mentioned reviews ' was published in 1940. After considerable meditation and with 
the encouragement of colleagues who knew of my feeble acquisition of the language, 
I decided to submit this review as a eulogy to our Brazilian colleagues in general 
and Dr. J. P. Vieira in particular. 
Dr. Vieira was born in Sao Carlos, State of Sao Paulo, which is one of the foet 


of fogo selvagem. His father is a physician who practiced in Sao Carlos for many 


years and has written on the subject. Thus, Joao Paulo grew up in a professional 


atmosphere of curiosity about the “savage fire,” the literal translation, and has been 
a true pioneer in the descriptions of the disease. He is responsible for and director 
of the Instituto Adhemar de Barros, Servico de Peéenfigo Foliaceo. The institute, or 
hospital, was authorized in 1938; the first building was completed in 1940, and the 
hospital now has a capacity of 170 beds. Research in the disease is being conducted 
here. 

I encountered two small difficulties in my search of the literature. It 1s common 
in Brazil for a man (a physician especially ) to accept and be known by a name which 
may be the least common of his several names. (I’xample: Horatio Alger Brown de 

Medical Member, United States Naval Mission to Brazil, Minsterio da Marinha, Rio de 
Janeiro, Brazil. 

This article has been released for publication by the Division of Publications of the Bureau 
of Medicine and Surgery of the United States Navy. The opinions and views set forth are those 
of the writer and are not to be construed as reflecting the policies of the Navy Department 
Likewise, the opinions and statements are not necessarily those of the Ministro da Marinha 
Brasileira or Director de Satide Geral da Marinha Brasileira (Minister of Marine or Surgeon 
General, Brazilian Navy) 


589 


= 
ee 
2 
Miss 


M. A. ARCHIVES OF DERMATOLOGY AND SYPHILOLOGY 


Smith ; there are many Browns and Smiths in Brazil, so he desires the least common 
name of Horatio and he is known by his colleagues and patients as Dr. Horatio). 
Thus, when a bibliography is being compiled, the same paper or article may appear 
in references under different names. Another custom is the collecting of original 
articles on different subjects by the same author and issuing them as a pamphlet, 
hook, separata (reprint), or brochure. That is all well and good, but sometimes the 
pages are numbered differently from the original. Thus, different authors may refer 
to the same article with different page numbers. I may be guilty of the same offense. 
Terra,’ in 1947, made reference to a health program of the municipality of Rio de 
Janeiro, published in 1798, in which the skin diseases of pemphigus, zona scabies, 
pian, pachydermia, and elephantiasis of the Greeks, which later received special 
attention of the Imperial Academy of Medicine, were mentioned. I regret that | was 
unable to obtain a copy of this document, Vieira and Orsini, in their writings, do not 
refer to anything before 1900, when fogo selvagem was recognized in Brazil as a 
type of pemphigus foliaceus of Casenave. 

In this review I use pemphigus foliaceus and fogo selvagem interchangeably and 
synonymously. When I refer to pemphigus foliaceus, United States or North Ameri- 
can type, | am explicit and say so. 

DEFINITION 


Fogo selvagem is an endemic bullous disease found in certain lowland areas in 
South America. It is believed to be an attenuated tropical form of pemphigus foliaceus 
of Casenave, which it closely resembles. Fogo selvagem produces a characteristic 
sense or feeling of being on fire and is marked by recurring crops of bullae followed 
by crusting and desquamation. The disease predominates in young females, under 
30, and usually two or more members of the family are attacked, About 40% of the 
patients die within two years, Endocrine imbalance is characteristic. Mucous mem- 
branes are not involved. 

Vieira, in 1940, suggested the following clinical classification, which is probably 
the most widely known and accepted in Brazil: 

1. Acute (the patient is able to resist the disease ) 

2. Subacute (commonest ) 

3. Superacute (terminated by death) 

4. Chronic 

(a) Forme fruste (f) Hyperpigmented form 
(b) Large bullous form (g) Papillomatous or verrucose form 
(c) Intense foliaceous form (h) Erythrodermic form 
(d) Pustular and bullous form (1) Herpetiform (herpes) type 
(e) Dystrophic form 
SYMPTOMS 

The symptoms of pemphigus foliaceus (North American type) are familiar to 

most of us; there is but little or no difference between the European and North 


American types. In fact many of the North American patients are only one genera- 


tion removed from their European homeland. On a visit to the Instituto de Penfigo 
Foliaceo we are suddenly confronted with a hospital full of patients with pemphigus 
foliaceus, and the immediate reaction is that here in Brazil we have a slightly differ- 
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ent, less serious type of pemphigus foliaceus. The patients, as pitiful as they appear, 
do not have lesions of the mucous membranes. There is a much lower mortality rate, 


and the hospital presents figures that 21% of the patients are cured. 


Let us examine the writings of Brazilian authors and see how symptoms vary 
between the Brazilian type and that seen in North America. 

Many Brazilian authors have stated that endemic pemphigus foliaceus in Brazil 
has probably been modified by the climate, humidity, and location to produce a 
different disease than that seen in the United States and Europe. 

The development of the disease in Brazii usually begins with a few bullae on 
the face, sternal region, on the back over the posterior shoulders, and at times on the 
extensor surfaces of the arms and legs. As a general rule, in the seborrheic areas, the 
bullae have a typical lemon-yellowish color. Occasionally, they may contain sero- 
purulent material. As the disease progresses, the general health gradually deterio 
rates, and, most important, wherever found, the mucous membranes are spared. 
Conjunctiva, nose, mouth, pharynx, genitals, and anus remain clear. A typical and 
diagnostic spiking fever curve ensues in which the temperature is always elevated 
in the evening and normal or below normal in the morning. 

As the disease progresses the bullae become more extensive ; severe erythroderma 
and intense desquamation occur. As the bullae appear and regress, usually crusting, 
scaling exfoliation takes place, with the circinate, arabesque, bizarre configuration 
which is typical and characteristic. | found this a striking feature in the cases seen 
in Sao Paulo. In this phase attention is called to serous effusion in many of the 
large joints. Ankylosis of the joints occurs, especially of the knees, shoulders, hips, 
and spine, which produces a very characteristic pose or attitude of the patient. At the 
same time, there develops a type of muscular atrophy which is a syndrome in the 
chronic phase of the disease. Guimaraes * described this phase of endocrinopathy, 


osteoporosis, osteomalacia, muscular dystrophy, and nanism in pemphigus foliaceus. 


In his bibliography, which is recommended to endocrinologists, he made many refer- 
ences to the problem. I have seen small atrophic adrenal glands from patients who 
have died with pemphigus. Atrophy of the mammae and testicles is very common. 
Also in this phase, one can see the curious alopecia, with the loss of hair on the 
head, eyebrows, eyelashes, pubes, and axillae. There is often a papillomatosis of 
the sclap, axillae, and glabrous skin, sometimes producing marked gyrate rugae 
At this time, the nails become canalized and develop a peculiar yellow color almost 
exactly as if painted with weak iodine tincture—Vieira’s sign.' [| was unable to 
verify Vieira’s sign. | saw many patients, but it was impossible to admit that 
it was present. Further consultation with Brazilian colleagues showed that they, 
too, have not seen it. It is surmised that the yellowish stain was probably due to 
excessive smoking of strong dark tobacco. As exfoliation becomes intense, the nails 
drop off, as in many Other exfoliative conditions. Often after exfoliation the skin 
becomes hyperkeratotic. Even Vieira admits it to be difficult to describe this cuta 
neous manifestation, One can say that it is almost true pachydermia. Pachydermia, 
hyperkeratosis palmaris et plantaris, and papillomatosis of Brazilian pemphigus 
foliaceus must be seen to be appreciated. 

The fever curve in Brazilian pemphigus foliaceus is typical, the temperature 
always being elevated in the evening and normal or below normal in the morning 
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Vieira stresses this difference between North American and Brazilian pemphigus 
foliaceus. At the same time he states that owing to the great variance of symptoms 


(we always see the fever plus the intense sense of burning skin) we should never 


forget the primitive name of fogo selvagem, which well describes the main symptom 
“jungle or savage fire.” Because of this he proposed the name of tropical or 
Brazilian pemphigus. 

Nikolsky’s sign is absent on the body generally but is always present at the site 
of the lesion. Vieira has never encountered pruritic lesions of lichenification. A favor- 
able sign is severe hyperpigmentation of the skin, which is thought to be a body 
defense, Elephantiasis of the ears is noted as a result of lymphangitis. This is a very 
common sign and always dominates the chronic and grave forms of the disease. In 
spite of the fact that the mucous membranes are spared, there is a very low incidence 
of ocular pemphigus foliaceus, according to Arnendola.* 

The above clinical picture may persist for long periods of time, months and years, 
until papillomatosis, elephantiasis, and pachydermia develop. Then, in about 25% 
of the cases a slow gradual regression takes place. The regression may also take place 
anywhere or anytime during the course of the disease. In female patients whose 
menstruation stopped early in the disease, the normal menstrual cycle returns when 
improvement is noted. Death, when it occurs, is usually a toxemic picture, with 
syncope, cardiac insufficiency, nephritis, fibrosis of the liver, shriveling of the 
spleen, and pleural adhesions. | have observed such signs in preserved organs in the 
laboratory at Sao Paulo. 

ETIOLOGY 

The cause of pemphigus foliaceus remains obscure or unknown. It became 
evident that the distribution of cases of fogo selvagem followed certain geographical 
foyers such as river valleys and lowlands, and, by the same token, in certain higher 
land no cases of fogo selvagem occurred. Campos * gives an excellent history of the 
invasion of pemphigus foliaceus in South America. He traces the spread of fogo 
selvagem to the neighbors of Brazil, citing cases in Peru, Venezuela, Uruguay, and 

solivia. He states: “The Pemphigus cannot see the Pacific Ocean, because it was 
detained by the Andes mountains. It won however, the Amazon plain and reached 
the sea of the Antilles.” 


Orsini de Castro * and Vieira agree that probably a type of mosquito, or borra- 
chudo, is the vector of the endemic dermatologic malady, because the disease is found 
in areas where there are many mosquitoes. They also point out that the disease is 
always found where extreme poverty is the rule and ignorance and low level of 
intelligence exist. Fogo selvagem is not seen in the educated or those who have 
adequate diets. 

Lindenberg ® concluded, in 1937, that the disease was caused by a virus, after his 
original infectious-theory experiments in 1917. No one, including Vieira and Orsini 
de Castro, has been able to verify Lindenberg’s original work of 1917. Every attempt 
to prove the infectiousness of this disease has been unsuccessful. Brazilian literature 
contains references to unsuccessful attempts of transmission and culture of the sup- 
posed causative agent. 

About 25% of the patients are foreigners (to Brazil), and of 85 patients among 
the foreigners studied 29 were Italians, while the others were divided among 11 other 


* References 5 and 6. 


§92 


A. 
a 
ome. 


FOGO SELVAGEM 


countries. Women make up 66% of the hospitalized cases, and, racially, two-thirds 
of all the patients are white. One or more cases are usually found in the same family. 


HISTOPATHOLOGY 

Fogo selvagem cannot be differentiated from certain stages of erythema mul- 
tiforme and dermatitis herpetiformis. | was able to view some of the slides of 
pemphigus vulgaris in Brazil. With Director’s recent article in mind, | saw that 
the microabscesses, acantholysis, hyperkeratosis, etc., are alike. The impression was 


obtained that pemphigus vegetans and vulgaris is the same histologically in the 


United States and Brazil. Generally speaking, it is also difficult to distinguish between 
pemphigus vegetans and pemphigus foliaceus (North American type) histologically, 
except in the degree or stage of the disease. Lever is able to distinguish the types 
or variants of pemphigus vulgaris (United States type). | could not do this. Lever 
gives the classification of pemphigus in use at the Massachusetts General Hospital. 
Some Brazilian authorities do not agree with this clinical classification. | believe that 
a clinical classification must be agreed upon first and then histopathelogy applied 
only as an aid. 

Vieira and Aloyon 7 state that there are differences histologically between fogo 
selvagem and pemphigus foliaceus as seen in North America but they do not develop 
the theme. Instead, they establish the histopathologic picture of fogo selvagem in 
sach clinical type or form. One should not go into detail with the nine types or forms, 
but it can be stated that forme fruste pemphigus foliaceus (Brazilian type, or fogo 
selvagem) may have bullae in each of the skin layers. There are present hyper- 
keratosis, acanthosis, papillomatosis, and foci of acantholysis in the granular layer. 
The foci of acantholysis are very curious and have attracted the attention of Brazilian 
and United States students. The areas of acantholysis are intraepithelial. Vieira ¢ 
published photographs of his sections and those of Senear-Usher side by side, show 
ing the similarity of the two entities. Most of our United States texts do not go into 
detail about forme fruste of pemphigus foliaceus, but the descriptions of the histo- 
pathology of Senear-Usher syndrome correspond exactly with it. | noted a finding of 
practical importance in Brazil: In cases in which a second or third biopsy is per 
formed, the locations of any and all bullae, clefts, or lakes, are compared with earlier 
biopsy reports. When a change is noted, for example, a bulla is seen intraepidermally 
early in the disease and later bullae are found subepidermally, a reevaluation of the 
diagnosis is in order. The diagnosis then may be changed to that of another bullous 
disease. This corresponds to Senear’s recommendations when he discusses the diffi- 
culty of diagnosis. 

DIAGNOSIS 

Fogo selvagem, in certain stages, is most likely to be confused with erythema 
multiforme and dermatitis herpetiformis. 

Dermatitis herpetiformis is an extremely rare disease in Brazil, but when it is 
found it is the same disease as elsewhere. It is a polymorphous disease characterized 

+ Apparently Fernando Alyon, at the time anatomic pathologist for the Servicgo de Pénfigo 
Foliaceo, wrote the chapter titled “Histopathological Characteristics of Varieties of Fogo 
Selvagem Among Us.” 
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by successive attacks with variable periods of partial or complete remission, while 
fogo selvagem is monomorphous and usually has but one attack. The general health 
remains excellent throughout the disease, while in fogo selvagem the patient’s con- 
dition runs a gradual downhill course. The distribution of the lesions in dermatitis 
herpetiformis is to the elbows, sacrum, trochanteric and scapular regions, while fogo 
selvagem attacks first the seborrheic areas before becoming generalized. In dermatitis 
herpetiformis there are often lesions in the mucosal areas at least some time during 
an attack, while in the other the mucous membranes are invariably spared. Itching 
and burning in dermatitis herpetiformis are prominent but not as marked as in the 
srazilian disease. The Nikolsky sign is absent in dermatitis herpetiformis but is 
always present in pemphigus foliaceus and fogo selvagem near the site of a lesion, 
although it may not be present in distant areas. Pigmentation is present in derma- 
titis herpetiformis, but a more intense and unforgettable hyperpigmentation and 
hyperkeratosis remain for years in pemphigus foliaceus. North American authors 
stress the sensitivity to iodides as a diagnostic test in dermatitis herpetiformis but 
the test is not used in Brazil. 

erythema multiforme may have a rapid onset, with variously grouped or iso- 
lated lesions tending to recur. Mucous membranes are attacked frequently. The 
lesions are usually urticarial, papules, nodules, or erythematous macules, Occasion- 
ally vesicles and bullae are present, with multiform lesions being the rule. Erythema 
multiforme is usually seen on the dorsa of the hands, forearms, face, and neck and is 
usually symmetrical, while fogo selvagem has a more generalized distribution, after 
the initial lesions appear in the seborrheic areas. The circinate lesions of erythema 
multiforme may be due to resolving erythematous areas or may be plain circinate 
areas of edema and erythema. The arabesque or circinate lesions of fogo selvagem 
are covered with crusts or represent areas where the shrinkage of the dried bullous 
crusts has left the sealing reddened areas in bizarre outline. 

Vieira '* mentions that the bullous fluid will usually contain at least 2% eosino- 
philes and possibly upward to 25 to 33%. All forms of pemphigus, dermatitis her- 
petiformis, and erythema multiforme also have an eosinophilia, so this is not an 
accurate diagnostic point. With the exception of the Pels and Macht test, there is 
no laboratory examination or test which can be of great specific aid in the diagnosis ; 
of course, calcium and other minerals have a disturbed relationship in the atrophic or 
dystrophic forms. Hadler '* provided a monumental monograph on the subject, and 
he lists over 322 references to the world literature on the hematology of pemphigus 
foliaceus. 

Pemphigus vulgaris and pemphigus vegetans are probably the same in Europe, 
North America, and Brazil. Pemphigus foliaceus is probably the same in [urope 
and in North America. I am convinced that pemphigus foliaceus in the United 
States and pemphigus foliaceus in Brazil are different. The latter is an endemic 
disease. Pemphigus foliaceus in the United States may be a slightly different variant 


of pemphigus vulgaris, but both are usually ultimately fatal. Rabelo'* presents a 


Table which I have freely transposed and added to. In presenting this Table for 
differential diagnosis I have included only the differences in the two diseases. The 
Brazilian authorities would probably add other differences, but I have included only 


the most frequent and more obvious. 
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The other classic symptoms of bullae, sealing, Nikolsky’s signs, sense of chilling, 
etc., are the same in the two countries. Vieira states that when patients are first 


admitted to the hospital, two-thirds are entering in the second, or subacute, phase ot 


pemphigus foliaceus, with a typical fever curve. 


I have attempted to show that pemphigus foliaceus in the United States is a dif- 


ferent disease than the epidemic type of pemphigus foliaceus (fogo selvagem) of 


Brazil; let us examine the subject of Senear-Usher syndrome and the forme fruste 


type or variation of pemphigus foliaceus (fogo selvagem ) 


Forme fruste is the attentuated or abortive form of pemphigus foliaceus. The 


initial bullous lesions appear over the “seborrheic areas” and the butterfly region of 


the face. As the disease progresses, in certain cases it does not go on to a severer 


and even fatal termination ; instead, something happens to cause an increase in the 


body resistance or defense, and an attentuation takes place in a certain percentage 


of cases. Vieira calls it a spontaneous regression. 


Differential Diagnosis of Pemphigus Voliaceus in the United States and Fogo Selvagem 


Pemphigus Foliaceus in 


United States Fogo Selvagem 
Usually fatal 40% die; others recover after long treatment 
Patients very rarely recover 60% reeover 
No respect for zones Oceurs in endemie zones 
Begins usually after 50 Begins at puberty or sooner and always before 30 
Both sexes equal Women 65% 
One member of the family attacked Two or more members of the family attacked 
Almost always involves mucosa Mucosa always free of lesions 
Extremely rare in children Children between 4 and 16 (puberty) compose 


or all cases 


Stationary forms rare Lesions usually stabilize or become stationary 
Patients not ambulatory Patients usually ambulatory 

No endocrine disturbance prominent Endocrine disturbance usually present 

Not helped by quinacrine Considerable benefit from quinaerine 


(Atabrine) 


This is the forme fruste. Because of the erythema, scaling, and distribution, it 


may appear to be lupus erythematosus. Histopathological sections quickly rule out 


lupus erythematosus. The healed bullous lesions remain intensely pigmented 


(black), with areas of hyperkeratosis in the pigmented areas. I wish to point out 


that this is common and very characteristic. Nikolsky’s sign usually is present in 


this stage of the development of fogo selvagem, near the site of the healed lesions. 


It may be more difficult to demonstrate, but it is usually present. There is some 


discussion among Brazilian dermatologists as to the proper or exact way to perform 
the test as Nikolsky described it. Physicians at the Institute stated that the Nikolsky 
sign was positive and demonstrated it to me. In eliciting the sign, most Americans 


use much less force with the finger than the Brazilians use. 


Senear and Usher described 11 cases in 1926. Wile and Arnold reviewed the 


literature up to 1939. I cannot remember ever having seen a proved case of the syn- 


drome. I have only seen cases presented at dermatological meetings, heard lengthy 


discussions, and left without general agreement having been reached. I have seen 


many cases of forme fruste fogo selvagem in the Institute in Sao Paulo. I reviewed 


pictures of the histopathological slides of Senear and Usher’s cases and found them 
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identical with the slides in the collection of the Instituto do Fogo Selvagem. 
I reviewed the articles of Gilman, Taussig, and Woodburne and have reached the 
conclusion that Senear and Usher described a condition akin to the forme fruste of 
fogo selvagem. [Brazilian workers recognized forme fruste of fogo selvagem many 
years before it was described by Senear and Usher. 

If pemphigus foliaceus (North American type) has a forme fruste, | believe that 

Senear and Usher described it. | am tempted to say that forme fruste fogo selvagem 
is identical with Senear-Usher syndrome. Senear states: 
With regard to Fogo Selvagem, the “wild fire” of Brazil, we have time only to say that, in spite 
of clinical resemblance to pemphigus foliaceus, the occurrence of the disease endemically, the 
frequency with which two or more members of a family are attacked, and the changes indicating 
endocrine disturbance, as evidenced by the occurrence of atrophy of the breasts and amenorrhea, 
would indicate that this is an independent disease. 


PROGNOSIS 


The prognosis of pemphigus foliaceus (fogo selvagem) is not as grave as was 
formerly believed. Vieira has altered his original prognostications for the better, 
with about 26% of all patients with this condition being cured. About 40% die within 
the first 2 years, and the rest live for 10 to 30 years, with very slight remissions and 
exacerbations of the exfoliation. Chemotherapy and antibiotics have reduced the 
incidence of secondary infections. Better living conditions in the endemic areas, 
proper diet, and hospitalization account for much of the improvement. At the same 
time, there is an increase in the number of cases seen at the Institute. Dr. Vieira 
believes that this is due to better collection of patients from the interior as well as 
to an actual increase in incidence of the disease. 


TREATMEN 
The method of treatment is now based on the stage or phase of the disease. 
If the patient is in the acute or superacute phase, we know that hospitalization and 
general supportive measures are necessary. The Institute does not use antiseptic 
baths, using instead plain warm-water baths, which seem to be sufficient. Antibiotics 


and chemotherapy are very useful in combating secondary infections. Elimination 


of avitaminosis, Which is usually a factor, is essential. Treatment is directed toward 
alleviation of the desquamation and crusting. Local treatment with plain petrolatum 
is used in the Institute. Prevention of chilling of the patient is a very important 
feature and must not be minimized. 

Reports on the treatment of fogo selvagem with cortisone or corticotropin 
(ACTH) could not be found in the Brazilian literature. I learned of two cases in 
which cortisone had been given; in one the results were disappointing, while in the 
other very favorable results were noted. [ndocrinological therapy should offer aid 
in some of the severe forms of the disease. 

Arsenicals, other heavy metals, chemicals, and, generally speaking, all drugs or 
substances mentioned in the literature have been tried, with the exception noted 
above.'® 

Since the disease is endemic in areas where mosquitoes are plentiful, it was 
determined early that quinine was of some benefit in diminishing the exudation and 
exfoliation during the course of the disease. 
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Fonzari'® in following the development of the (acridine) group of “quine” 
derivatives has experimented and found that Metoquine (used synomously with 
Atabrine and quinacrine in the article) is the most effective of the repressant group 
in fogo selvagem. He found, however, that some of the group were ineffective. He 
employs a high dose schedule of 0.20 to 1.0 gm. per day for up to seven years, 
depending on the weight and age, and the phase of the disease. 

When quinacrine is given, it is thought that the best results are obtained when 
the skin attains a dark deep yellowish color. Vieira and Fonzari § have many patients 
who have received quinacrine for from four, five, six, to seven years. Cases of 
quinacrine dermatitis at the Institute are very rare, and the dermatitis improves 
when the drug is withdrawn. It is usually not possible, because of liver damage, to 
resume treatment with the drug. The excessive pigmentation of the skin in the 
chronic and regressive phases is unchanged by quinacrine therapy. I was able to 
confirm the unusual pigmentation reported by Lutterloh and Shallengerger. Discrete 
patches of hyperpigmentation were seen about the nares, palate, gingivae, lips, and 
face. One can see dark pigment or melanin deposits that have an irregular outline 
and are a little lighter in color than the hyperpigmentation of the regressive phase. 
When seen, the bright rose with purplish tinge of the nails is a striking feature of 
the treatment of the disease. 

In some cases under long-standing quinacrine therapy, lichen-planus-type lesions 
develop on the tongue and buccal mucosa. At the same time, lichen-planus-type 
lesions may appear on any part of the body. There is considerable discussion among 
the staff of the Institute of this stage of the regressive phase of fogo selvagem. 


' and colleagues and other workers have noted the beneficial 


Because Baptista 
results of oral BCG in chronic lupus erythematosus, Fonzari *’ began a study of the 
treatment of forme fruste fogo selvagem with eral BCG. This study is now continu- 
ing with some beneficial results. He is giving 0.20 ce. orally per week.|| Fonzari 
sums up the treatment of chronic pemphigus foliaceus as follows : 


Treated with Forme Fruste Generalized Regressive 
Oral BCG.... ee eee Good +4 No benefit Very good + 4 
Quinacrine.... . No benefit Good +4 No benefit 


Alayon and others have used penicillin, chlortetracycline (.\ureomycin), and 
oxytetracycline (Terramycin) in the treatment of the disease, with disappointing 
results. Other antibiotics have been tried with equally disappointing results. Fon- 


zari *! presents a very unusual case of fogo selvagem in a young woman in whom 


quinacrine was able to produce a remission for five months. She became pregnant 


and continued free of symptoms (bullae) for the first trimester of pregnancy, then 
developed a severe exacerbation and was placed under treatment with quinacrine. 
At the seventh month she gave birth (spontaneous) to a baby whose death was 
ascribed to prematurity. She continued with the active disease, under quinacrine 
therapy, for two years, at which time she became free of lesions after having received 
a total of 360 gm. of quinacrine. She remained free of lesions for seven months and 
then was bitten by a rabid dog. Antirabies treatment was begun the following day 
On the third day of the antirabies treatment, severe exacerbation of the malady sud 
denly developed. This latter exacerbation required two years of quinacrine therapy 
in order for her to be free of lesions again. 


|| Brazilian oral BCG may be different from (oral) BCG used in other countries 
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Of course and invariably one knew that antihistamines ** orally and locally would 
be given a trial. Several preparations were tried with about equal results. Locally, 
no benefit was obtained, but the drugs did help the itching in some cases. They con- 
tinue to be used occasionally in some cases of severe itching. They do not alleviate 


the burning sensation which characterizes the disease. 


CONCLUSIONS 


Conclusions from a review of the Brazilian literature are as follows: 


1. Pemphigus vulgaris and pemphigus vegetans are the same in the United 


States, Europe, and Brazil. 

2. Pemphigus foliaceus is the same in the United States and Europe, but is an 
entirely different disease in Brazil. The primitive name of fogo selvagem is very 
descriptive and should be retained. 

3. Dermatitis herpetiformis is extremely rare in Brazil and when found is the 
same as in the United States. 

4. Forme fruste fogo selvagem is a condition closely akin or identical to Senear- 
Usher syndrome. 

5. In Brazil the terms fogo selvagem and pemphigus foliaceus are synonymous. 
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VITAMIN B COMPLEX FOR SKIN AND MUCOUS MEMBRANE 
REACTIONS TO CHLORAMPHENICOL 


Intramuscular Injections in Prevention and Treatment 


SIDNEY OLANSKY, M.D. 
CHAMBLEE, GA. 
AND 


J. M. JANNEY, M.D. 
ATLANTA 


“HE USE of wide spectrum antibiotics by mouth, namely, chlortetracycline 
(Aureomycin), chloramphenicol, and oxytetracycline (Terramycin), has pro- 
duced reactions in the mucous membranes and adjacent skin, often more disturbing 
than the disease for which these drugs may be prescribed. One of us (S. O.) noted 
that among patients being treated for syphilis with large oral doses of chlortetra- 
cycline, chloramphenicol, and oxytetracycline there occurred a significant number 
of mucous membrane reactions ranging from simple glossitis to involvement of the 
whole lining of the mouth and anogenital regions. The syphilis patients being treated 
at Gallinger Municipal Hospital (now District of Columbia (General Hospital ) 
Rapid ‘Treatment Center, Washington, D. C., were drawn from a low-income, 
presumably malnourished group. The signs and symptoms in the mucous membranes 
and adjacent skin which developed frequently while these patients were receiving 
chlortetracyeline and chloramphenicol so closely resembled the vitamin B deficiency 
picture that it was assumed to be the cause of these reactions. Therefore, any patient 
who received chlortetracyeline, chloramphenicol, or oxytetracycline was given 1 cc. 
of an intramuscular vitamin B complex daily during therapy. After this routine 
was started, no further reactions of the mucosal type were observed. 
Late in 1951, a study was begun at the Atlanta Federal Penitentiary to see if 


the previous observation could be affirmed or denied. 


METHOD 


Patients who were in need of antibiotic therapy were given chloramphenicol * 
in varying doses according to the disease treated. Every alternate patient was to 
receive 1 cc. of intramuscular vitamin B complex * daily while on therapy. When 
a patient developed a mucous membrane reaction to chloramphenicol, he was given 


daily injections of 1 ce. of vitamin B complex immediately to determine its thera- 


peutic efficiency in these reactions. 


Director, Venereal Disease Research Laboratory (Dr. Olansky); Medical Officer in Charge, 
United States Penitentiary Hospital (Dr. Janney). 
* These drugs were supplied by Parke, Davis & Company, i‘etroit 
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RESULTS 


In Table 1, the patients receiving chloramphenicol only are summarized. There 


was a total of six reactions, two of the severe type and four less severe but distressing. 


The reaction rate was less than was expected from our previous experience, “Two 
TaBLE 1.—Patients Treated with Chloramphenicol Only (Summary) 


Dose, Duration, Treatment 

Diagnosis Gm Days Reaction Response 
Otitis media. None Good 
Otitis media None 2: Good 
Pharyngitis . j None 2; Good 
None 3 Good 
Cystitis ....... None Good 
Cystitis None Good 


Tracheobronchitis ....... 3 Pharyngitis; Improved 
glossitis; 
stomatitis; 
balanitis; 
proctitis 


Pharyngitis Fi None 3 Improved 
Pyoderma . None Good 
Nongonococecic urethritis. ... None Giood 
Pyoderma ........ None Good 
Tonsillitis . 2 Proctitis Good 
Furunculosis ... None Good 
Furunculosis .. None 27 Good 
Furunculosis .... . 2 3 None 7 Good 
Furunculosis None 2 Good 
Otitis media. None Good 
Pyuria 2 None ; Good 
Upper respiratory infeetion..... 2 None : Good 
Fracture of mandible with secon 
dary infeetion None Good 
Bursitis ... Proctitis Good 
Pyelonephritis .. Proctitis (iood 
Bronchitis .... Itching and 2 Good 
redness, 
roof ot 
mouth 
Pyoderina ...... None Good 
Periarteritis node None 2 Poor 
Furunculosis i None Giood 
Infected pilonidal cyst None Good 
Furunculosis None Good 
None 32 Good 
None Giood 
Bronchitis .. er None Good 
Chronie osteomyelitis........ Pharyngitis; Improved 
glossitis; 
stomatitis 
Nongonococcie urethritis..... j None § Poor; 
urethral 
atricture 
incised 


Pyelonephritis . 52 None Slight 
improve 
ment 


explanations might account for this: (1) this was a group of well-nourished people ; 
(2) the dosage here was smaller than had been used previously. 

Patient 7 might be worth special mention; this patient was a 64-year-old white 
man, who was not a prisoner and who was a habitual user of alcohol. After three 
days of therapy, he had an explosive reaction of the mucosa at both ends of the ali- 
mentary canal and the genital area. The possibility of a precipitant vitamin B defi- 
ciency seems plausible in this case. 


601 


tae 
of 
1. 
3. 
6. 
44 
6. 
8. 
9. 
10. 
11. 
12. 
18 
iM. 
15. 
16 
18, 
19 
20 
21. 
22. 
23. 
2A. 
25 
2 
27 
28, 
29. 
30, 
31 
32 
33 
34. 


M. , ARCHIVES OF DERMATOLOGY AND SYPHILOLOGY 


Patient 32 had a similar reaction, although not quite so severe and explosive. He 
had chronic osteomyelitis. This chronic infection might have kept him on the thresh- 


old of a vitamin B deficiency which was precipitated by chloramphenicol. 


In Table 2, the patients who received both vitamin B complex and chloram- 
phenicol are presented. The interesting thing in this group is that no reactions were 
observed. It is unfortunate that this group is not as large as the group treated with 
chloramphenicol only. Our selection was by odd and even numbers on the basis of 


Taste 2.—Patients Treated with Chloramphenicol and Intramuscular Vitamin B Complex 


Dose, Duration, Treatment 
Diagnosis Gm Days Reaction Age Response 
None 3 Good 


28 7 
7 None 32 Good 


Otomycosis 
Otomycosis M4 
Upper respiratory infection 24 None 
‘Tonsillitis 12 j None Good 
None Giood 


Good 


Lymphangitis.... 21 
Chronie osteomyelitis None 
Otitis media pe None 
Otitis externa None 
Cellulitis 2 None Good 

None y Improved 


Good 


Good 


Sinusitis 
Tonsillitis 2 é None i Good 
None Good 


Pyelonephritis 
None 2 Good 


Furunculosis 
Sinusitis None 3% Good 
Follieulitis None Good 


ABLE 3.—Patients* Treated with Intramuscular Vitanun B Complex After Mucous 
Vembrane and Skin Reaction to Chloramphenicol 


Dose, Day of 
Gm Reaction Type of Reaction and Response 


2 9 (18 em.) Proctitis and perianal itching. Improved after 4 days of B complex 


7 3 (7.5 Severe stomatitis, glossitis, pharyngitis, balanitis, and proetitis; re 
sponse to B complex slow (14 days); palms and soles desquamated 

3s 6 (24 em.) Proctitis—6 days; B compiex started and chloramphenicol continued; 
proctitis improved 

44 3 (12 gm.) Pharyngitis, stomatitis, glossitis, perléche, proctitis; improved rapidly 
on B complex in spite of continued chloramphenicol 

Et 3 (12 em.) Proctitis; improved on B complex and chloramphenicol continued 

M4 7 (28 gm.) Itching and erythema of root of mouth; proetitis; improved on 
B complex, and chloramphenicol continued 


* These patients reported in Table 1. Original numbers are in parentheses 
the hospital admission number. It was hoped that this would give fairly even 


samples, but the series was not large enough to accomplish this. 


Table 3 presents summaries on the patients who developed mucosal reactions to 


chloramphenicol and their response to therapeutic intramuscular vitamin B complex. 


The dose administered when reaction occurred is parenthesized in Column 2. It 
will be noted that all patients were able to continue chloramphenicol, when B complex 
was added to the therapy, with improvement of the reaction. The only exception 
was Patient 2. In this patient, chloramphenicol was discontinued because of the 
severity of the reaction and because the disease being treated did not warrant con- 
tinuation of therapy. This patient was treated with B complex and slowly improved 
in 14 days. 
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CONCLUSIONS 


1. Intramuscular vitamin B complex apparently prevents mucous membrane 


reactions to chloramphenicol. 
2. Intramuscular vitamin B complex apparently has therapeutic value im_ the 


treatment of these reactions if given early. 


P.O. Box 185, Chamblee, Ga. (Dr. Olansky). 
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CONCOMITANT OCCURRENCE OF KAPOSI’S SARCOMA 
AND LYMPHOBLASTOMA 


GEORGE T. PACK, M.D. 
AND 


JEFF DAVIS, M.D. 
NEW YORK 


N AN EARLIER report of 56 cases of angiosarcoma and Kaposi’s sarcoma from 
the Memorial Cancer Center, one of us (G. P.) commented on the histopath- 
ologic significance of the coexistence of Kaposi’s sarcoma and lymphoblastoma in the 
same patient.’ A total of seven such cases of Kaposi's sarcoma collaterally existing 
with Hodgkin’s disease,* leukemia,+ myelogenous leukemia,’ and mycosis fungoides * 
have been described in medical literature. 

We are presenting three additional cases from the Memorial Cancer Center in 
which we have observed the concomitant occurrence of Kaposi’s sarcoma and lym- 
phoblastoma. In two patients, Kaposi’s sarcoma and giant follicular lymphoma 
(Brill-Symmers disease ) occurred concurrently, a combination to our knowledge not 
previously described. The third patient had a combined diagnosis of Kaposi’s sar- 
coma and malignant lymphoma. The fourth patient, who at the onset of her disease 
had the microscopic picture and clinical findings simulating Hodgkin's disease, 
eventually developed the typical cutaneous manifestations and pathologic changes 
of Kaposi’s sarcoma, 

REPORT OF CASES 

Casrt 1.—L. C., a 66-year-old Russian Jewish man, was admitted to the Memorial Hospital 
on Feb. 27, 1952. Seven weeks prior to his first admission he had experienced a minor injury 
to the second toe of his left foot. After this injury, the toe and distal portion of the foot became 
inflamed, bluish, and swollen. Three weeks later the toe ulcerated; the swelling increased, and 
pain was severe. He then consulted a dermatologist, who performed a biopsy. This specimen 
was submitted to another hospital, where a microscopic diagnosis of melanocarcinoma was 
made. The patient was then referred to us for treatment. 

He related a previous history of having chronic bronchitis and frequent upper respiratory 
infections during the past 20 to 30 years. For a corresponding time, he had bilateral inguinal 
lymphadenopathy. lor five years he had been treated for acute glaucoma. 

Physical examination revealed a slightly swollen left foot, on which the second toe was 
twice the normal size and showed a dark blue ulceration surrounded by multiple bluish papules 
and nodules, some of which were ulcerated. The dorsal and lateral surface of the great toe 
and the plantar aspect of the third toe were similarly involved in this deep bluish discoloration 
and studded with a nodular infiltration. Generalized lymphadenopathy was present, with palpable 
nodes in the axillary and inguinal regions bilaterally and in the upper anterior cervical chain 


on the right. A small lymph node was also present in the anterior axillary line at the level of 


From the Memorial Center for Cancer and Allied Diseases. 
* References 2 and 3. 
+ References 4, 5 and 6. 
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Fig. 1 (Case 1).—Section of skin showing Kaposi's hemorrhagic sarcoma. A, low-power 
magnification; B, high-power magnification. 
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the fifth rib on the right side. The remainder of the physical examination was essentially 
normal. Laboratory findings were as follows: blood sugar, 86 mg. per 100 cc.; blood urea 
nitrogen, 19 mg. per 100 cc.; erythrocytes, 4,700,000 per cubic millimeter of blood; white blood 
cells, 6,500 (polymorphonuclear leucocytes, 70; eosinophiles, 2; lymphocytes, 30); hematocrit, 
42%, and hemoglobin, 12.5 gm. per 100 ce. Urinalysis was normal. EKG and x-ray of the 
chest were within normal limits 

\ biopsy specimen taken from the left great toe was first interpreted as possible malignant 
melanoma, thus agreeing with the pathologic diagnosis previously made elsewhere on tissue 


removed from the second toe. 


Fig. 2 (Case 1) Axillary lymph node, demonstrating characteristic giant follicular 


involvement of Brill-Symmers disease (giant follicular lymphosarcoma) 


The character of the generalized lymphadenopathy suggested the possibility of a coincidental 


lymphoma. For this reason an axillary lymph node was removed. Microscopic examination of 
this node showed no evidence of either metastatic melanoma or lymphoma 

On Feb. 28, 1952, a midthigh amputation was performed with a left groin dissection in 
continuity. Microscopic examination showed the groin nodes to be negative for malignant 
tumor. Diagnosis of the primary tumor was Kaposi’s sarcoma with multiple satellite nodules. 
The previous biopsy specimen from the toe which had been diagnosed as melanoma was then 
reviewed, and the diagnosis was changed from melanoma to Kaposi's disease (idiopathic 
hemorrhagic sarcoma) 

The postoperative course was uneventful, and the patient was discharged on May 8, 1952, 
to be followed in the mixed tumor outpatient clinic. During the next month he suffered so 
acutely from the phantom leg syndrome in the amputation stump, that it became necessary to 
readmit him to the hospital for management of this condition. Six weeks later, bilateral 


iiguinal nodes appeared which had not been present since his amputation and groin dissection. 
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On July 25, 1952, an aspiration biopsy specimen of the right inguinal nodes was negative 
for cancer on microscopic examination. However, the patient was running a difficult course, 
complaining of extreme pain in the stump, the abdomen, and the groins. On Aug. 11, 1952, 
the right inguinal nodes were removed for histologic examination, and a diagnosis of giant 
follicular lymphoma (Brill-Symmers disease) was made. X-ray therapy was then directed to 
a port over the right inguinal region. 

The pain in the amputation stump became increasingly severe, and on Nov. 10, 1952, it was 
necessary to perform a bilateral cordotomy for relief of the discomfort. The patient died on 
Dec. 7, 1952. Necropsy revealed (1) ectopic left kidney; (2) bilateral pyelonephritis ; (3) 
bilateral pleural effusions, with atelectasis of the lower lobe of the left lung; (4) pneumonia ot 
the middle and lower lobes of the right lung 

C S. R., a 50-year-old Jewish dentist, first noticed a reddish macule on the glans 
penis in September, 1939. It enlarged to 1 cm. in diameter during the next two months and 
became verrucous in appearance, at which time it was removed with a cautery by his family 
physician. The specimen was examined by Dr. Fred Stewart, who pronounced it to be Kaposi's 
hemorrhagic sarcoma of the glans penis. 

Two months later, the patient was first seen by us and admitted to the Memorial Hospital 
He had a history of recurrent attacks of joint pains between 1934 and 1938 which lasted from 
several weeks to several months. The joints were never red, hot, or swollen, but he complained 
of vague aching pains in them. There was no accompanying rise in temperature. There was 
nothing else in his past history of relevance except that his mother had died of cancer 

Physical examination revealed a 1 cm. healing defect over the posterior surface of the glans 
penis as a result of the recent fulguration. The remainder of the physical examination was 
normal except for large inguinal lymph nodes that were bilaterally palpable. An aspiration 
biopsy specimen from the inguinal nodes was negative except for evidence of hyperplasia 
Nevertheless, it was decided that a bilateral groin dissection should be performed. The micro- 
scopic examination of the operative specimen at this time was reported as showing only 
lymphoid hyperplasia 

The patient was thereafter examined at frequent intervals. There was no further evidence 
of dissemination of the Kaposi sarcoma, but in December, 1944, generalized lymphadenopathy 
developed, with palpable nodes bilaterally in the iliac quadrants, axillae, and anterior cervical 
chains. A biopsy of one of the lymph nodes from the neck was diagnosed as giant follicular 
lymphoma (Brill-Symmers disease) 

X-ray therapy administered to these regions produced remarkable regression The liver 
and spleen were not enlarged during this time. Roentgenograms of the chest were essentially 
normal. Repeated blood cell counts and urinalysis showed no abnormal changes. In March 
1946, a hard firm mass developed in the left lower quadrant of the abdomen, which was 
diagnosed as retroperitoneal lymphosarcoma. Deep x-ray therapy was then administered to 
this region, with temporary satisfactory regression. During the next two years definite 
splenomegaly developed, with recurrence of the retroperitoneal lymph node enlargement as well 
as progression of the generalized lymphadenopathy. X-ray therapy was continued, but by the 
beginning of 1948 he was becoming progressively weaker and the discomfort more pronounced 
He was continued on supportive medical care with repeated hospital admissions. By the first 
part of 1949, he had developed mediastinal lymphadenopathy and, later, bloody pleural effusion 


He died in July, 1949, of generalized lymphomatosis 


We were interested in determining in this case, if possible, just how early demon 
strable pathologic changes were present that could be interpreted as evidence of 
lymphosarcoma. With this in mind, we requested Dr. Fred Stewart to review the 


operative specimen of the inguinal lymph nodes that had been removed on the 


patient's first hospital admission and had been reported negative at that time. In 
the light of the subsequent clinical course of this patient, Dr. Stewart reviewed 
these microscopic specimens, with the following comment : 

The thing about these nodes that attracts my attention is the relatively large size of the 
germ centers that ordinarily would contain large reticulum cells and phagocytic elements 
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These aren't present, however, and the “centers” are made up of intermediate lymphocytes. 
It is difficult to judge in retrospect, but this case may enable us to judge other cases in the 
future. | would say that the probability is great that disease is present in these nodes. 

Thus Dr. Stewart’s reevaluation of this patient from the pathologic standpoint 
enables one to state that in this case the two disease processes, i. e., Kaposi’s sarcoma 
and lymphosarcoma, had been present concurrently at least since the initial onset 
of symptoms, 10 years previous to death. 


Case 3.—R. F., a 75-year-old Austrian Jewish married woman, was admitted to Memorial 


Hospital, Nov. 25, 1952. She had been in good health until 1951, when she first noticed a dark 
purplish macule over the right ankle, which later ulcerated, with subsequent edema of the 
entire leg. At the same time, she noted the gradual appearance of multiple pigmented lesions 
over the right thigh and left leg. Two months prior to her admission to the hospital, new 
lesions had developed on the left forearm and she experienced sharp shooting pains in the 
right ankle. During the past several weeks, the patient complained of anorexia and loss of 
weight. Her past history was noncontributory except that in December, 1943, she had a 
carcinoma of the right forearm excised at Memorial Hospital and had been followed with 
check-up examinations in the outpatient clinic. 

Physical examination upon admission showed bilateral pitting edema of both lower extrem- 
ities with extensive varicosities. There were multiple individual and conglomerate purple- 
colored cutaneous nodules and dark red macules extending up the medial aspect of the right 
leg and the medial and anterior surface of the thigh. The left leg was similarly involved, with 
fewer nodules. One of the larger group of nodules over the right ankle was ulcerated. Several 
nodules were present over the posterior portion of the left forearm. Tender inguinal and 
axillary lymph nodes were palpable bilaterally. The remainder of the examination was not 
remarkable. The liver and spleen were not palpable. Roentgenograms of the chest, urinalysis, 
blood cell count, and differential count were all within normal limits. 

A diagnosis of Kaposi’s sarcoma was confirmed by a biopsy of a cutaneous nodule from 
the right thigh. Several days later, a biopsy specimen of the lymph nodes in the left axilla 
was diagnosed as malignant lymphoma. 

X-ray therapy is being administered to the lesions of the skin as well as to the regional 
lymph nodes, with beginning regression of the lesions. This patient continues under observation. 

Case 4.—M. R., a 24-year-old Italian married woman, whose previous history was irrelevant 
except for a cholecystectomy and appendectomy, applied for treatment at the Memorial Hospital 
on March 25, 1931. For the past two years she had noticed a pruritic macular area just inferior 
and lateral to the right breast. During this period she felt a bit weak and had noted considerable 
lassitude. There had been no change in her weight. About seven months previously she had 
detected swollen lymph nodes in the posterior auricular region. From time to time since then 
she had felt enlarged lymph nodes in the axilla, neck, and groin. 

On physical examination, generalized lymphadenopathy was evident. Enlarged lymph nodes 
were palpable in the posterior auricular region bilaterally extending down both posterior cervical 
chains as well as in the axillary and inguinal regions and in the supraclavicular fossae. A round, 
hard mass suggestive of enlarged lymph nodes was palpated on the right upper outer quadrant 
of the right breast. The skin was generally hyperpigmented. Just inferior and lateral to the 
right breast, an extensive, scaling, darkly pigmented macular area was noted. The examination 
of the lungs and heart was normal. The spleen was not palpable; the liver extended slightly 
below the costal margin. Roentgenograms of the chest were negative. A blood cell count 
showed erythrocytes, 3,900,000 per cubic millimeter; white cell count, 3,900 (polymorphonuclear 
cells, 65; large lymphocytes, 10; small lymphocytes, 19; transitional cells, 4; eosinophiles, 1; 
basophiles, 1); hemoglobin, 80% 

Biopsy of one of the lymph nodes was reported as “a typical picture—apparently from an 
outlying node with the process not fully developed. Diffuse lymphocyte overgrowth with partial 
obliteration of landmarks and face of reticuloendothelial cells forming aggregates—suggesting 
possibly Hodgkin's disease or possibly tuberculosis.” In view of the microscopic diagnosis and 
the distribution of the generalized adenopathy, a clinical diagnosis of Hodgkin's disease was 
made 
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The patient received x-ray therapy at intervals over the next three to four years. During 
this time additional enlarged nodes appeared in the groin, popliteal, and epitrochlear regions. 
They were treated by x-ray therapy, with satisfactory regression 

In 1934, the patient was transferred to the Lendrim Tumor Clinic of the Paterson General 
Hospital. At this time, her spleen was felt 2 fingerbreadths below the costal margin. Deep 
x-ray therapy was directed to the spleen in doses of 400 r on three occasions, with resultant 
diminution in the size of the spleen, so that it could no longer be palpated. By the use of 
occasional blood transfusions and interval x-ray therapy the disease was held in control trom 
1931 until early 1937. Moderate lymphedema developed due to fibrosis following irradiation 
to the axillae and groin 

On March 4, 1937, the patient appeared pale, weak and undernourished. There were 
numerous moist rales in her left chest and a positive d’Espine sign. There was a generalized 
lymphadenopathy. The liver edge was palpable 2 fingerbreadths below the costal margin. The 
spleen was not palpable. A roentgenogram of the chest was normal. Red blood cells were 
3,680,000 per cubic millimeter; white blood cells, 1,600 (polymorphonuclear leucocytes, 66; 
large lymphocytes, 3; small lymphocytes, 23; transitional cells, 8); hemoglobin 70%. Uri 
nalysis was normal. At this examination, a number of small purplish nodules which were 
suggestive of Kaposi’s sarcoma were observed on the skin of the left forearm, on both lower 
extremities, and about the ankles 

Biopsy specimens of skin nodules on the back of the left leg and right wrist and from one 
of the lymph nodes of the neck were all diagnosed as Kaposi's sarcoma. At this time, the node 
biopsy in 1931 was reviewed in view of the present pathologic findings, and the diagnosis was 
revised to that of Kaposi’s sarcoma. 

The patient remained hospitalized until July 10, 1937, at which time she was considered 
to be in a terminal state. She was discharged at her request to be at home with her family, 
where she died shortly afterward. 


COM MENT 


One of our patients (Case 3) demonstrates the more commonly observed com- 
bination of Kaposi’s sarcoma and malignant lymphoma occurring in the same 
patient. In Cases 1 and 2, the patients in whom both Kaposi's sarcoma and Brill- 
Symmers disease are present, represent to our knowledge a combination not pre- 
viously described. It would seemingly give additional scope to the conjoined occur- 
rence of Kaposi's sarcoma and tumors of a lymphoblastomatous nature. 

The patient in Case 4 is unusual from several standpoints. During the early 
development of Kaposi's disease, the clinical as well as the microscopic picture 
mimicked Hodgkin’s disease. Greenstein and Conston did observe a patient who 
had coexistent Kaposi's sarcoma and Hodgkin’s disease.* In our patient, the first 
six years of her illness was manifested entirely by a generalized lymph node involve 
ment showing microscopic evidence of Kaposi's sarcoma erroneously diagnosed as 
Hodgkin's disease and unaccompanied by cutaneous infiltrations. 

Involvement of the lymph nodes in Kaposi's sarcoma has been erroneously con- 
sidered to occur late in the course of the disease or when the tumors were com 
plicated by ulceration or secondary infection. In Paolini’s case, clinical symptoms 
of gastrointestinal disturbances appeared long before any evidence of cutaneous 
changes occurred.'* On postmortem examination, numerous nodules of Kaposi's 
sarcoma were found in the large and small bowel, thus accounting for the early 


symptoms referable to the gastrointestinal tract. In our second patient, the involve- 


ment by Kaposi’s sarcoma was limited to a single cutaneous manifestation of the 
disease. 

There seems to be no set pattern in which the lymphoma or leukemia and Ka- 
posi’s sarcoma occur. One may precede the other or be found occurring simulta- 
neously. Generalized involvement of the lymph nodes by both disease processes 
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have been studied and reveal that certain nodes may present the pathologic picture 
of one of the lymphomas and others show histopathologic findings characteristic 
of Kaposi's sarcoma. In Sach’s and Gray’s case, a biopsy specimen from the 
involved skin of the foot showed lymphatic leukemic infiltration in the deeper por- 
tion of the cutis and Kaposi's sarcoma in the middle and upper layers of the cutis 
in the same biopsy specimen.* 

There is now general agreement by physicians who have observed the clinico- 
pathologic phenomena of these two disease processes present in one individual that 
it is not due just to chance but that there is some related or common causal factor.t 
Ihis point gains emphasis when one considers that both lymphoblastoma and 
Kaposi's sarcoma arise in cells of the same mesenchymal origin. 

Further support of the similar pathogenesis of the two neoplastic diseases are 
the known hematologic changes and involvement of the lymphatic system that are 
present in many patients with Kaposi's sarcoma, Although there are not consistently 
important changes in the total white cell count and differential leucocyte count, 
monocytosis and, less frequently, eosinophilia are pointed out as striking by Doer- 
fell. The mononuclear cell count may be as high as 22 to 28%.'° These same factors 
are also of significance in favor of those who adhere to the reticuloendothelial origin 
of Kaposi's disease as proposed by Doerfell, Choisser, and Ramsey,§ and more 
recently Tedeschi. ' 

The problem of the pathogenesis of Kaposi's sarcoma has been investigated by 
means of tissue culture. Justus injected an emulsion from Kaposi's sarcoma into 
white mice.’* The lungs, heart, and liver showed newly formed cells especially 
periarterially. Justus succeeded in transmitting the disease through five generations 
by injecting emulsified kidney into the mice, The regions of injection always showed 
characteristic lesions of Kaposi’s sarcoma. This work gains confirmation in a con- 
temporary cytological study of the skin and bone marrow from a case of Kaposi's 
sarcoma studied by Stich and colleagues who were of the opinion that the cells found 
in their case were reticuloendothelial in origin.'’ 

Where two neoplastic diseases coexist, each having such a guarded prognosis, 
one would expect the period of survival to be considerably sherter than in a patient 
having only one of these diseases. Yet, interestingly enough, tne period of survival 
of one of these patients (Case 2) was 10 years. This is above the average rate of 
survival for a large group of cases having only Kaposi’s hemorrhagic sarcoma. In 
McCarthy and Pack’s series of 36 cases of Kaposi’s sarcoma, the average survival 
1 


interval in cases receiving treatment was eight years. 


SUMMARY 


1. Three case reports are related, demonstrating the concomitant occurrence 


of Kaposi’s sarcoma with the classical type of malignant lymphoma in one instance 


and with Brill-Symmers giant follicular lymphoma in two others. 

2. Two case reports are given representing the coexistence of Kaposi's sarcoma 
and giant follicular lymphoma (Brill-Symmers disease), a combination that to our 
knowledge, has not been previously observed. 

3. The histopathogenic significance of the concomitant occurrence of Kaposi's 
sarcoma and lymphoblastoma is discussed. 

t References 2 and 4 


§ References 11 and 12 
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Clinical Notes, New Instruments and Techniques 


PLASTIC PRESSURE RING FOR HEMOSTASIS 


RAYMOND A. OSBOURN, M.D. 
WASHINGTON, D. C. 


Control of hemorrhage during the taking of a skin biopsy is often of paramount importance. 
A profuse blood flow not only obscures the field of vision, so it is difficult to tell if one is getting 
the exact specimen area that is desired, but it also interferes with subsequent electrodesiccation. 
A metallic ring for securing hemostasis under these circumstances was suggested by 
Andrews ! and deseribed in 1950 by Walsh.2 However, the metallic ring 1s objectionable if left 
in place during the desiccation, for there is danger of burning the patiert and the operator. 


Top view 


Side view 


Plastic pressure ring for hemostasis. 


\bout four years ago, we began to experiment with a plastic ring for this same purpose. 
\t first, we used a circular opening in a flat piece of plastic. While this was fairly good, it was 
pot good enough for us to consider it worth while. Later we improved this by making a circular 
ridge surround the under side of the opening. Thus we produced in essence a plastic ring with a 
handle. We contacted one of the leading physicians’ supply houses with the idea of having 
such an item manufactured and offered to the profession (without royalty) at a nominal cost. 
The manufacturer made a pilot model in clear plastic, and we use this in our practice, but they 
did not consider the item marketable. 


However, anyone used to working in plastics can produce such an item without great cost 
and with only slight effort. Prior to the manufactured item, a dental technician made us a very 
satisfactory device in plastic from a wax model. Accordingly, we are offering the design and 
specifications to those who are interested in such a hemostatic device and would care to have it 
custom made 

As noted in the diagrams, the device is 12 cm. long; it has two circular openings of 10 and 
15 mm., and the ring border is 3 mm. wide and 3 mm. deep; the handle width varies from 15 
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te 20 mm. in width and 3 mm. in thickness. We found a curve more adaptable for the handle 
than a straight configuration; an S-curve would be even more efficient but is more difficult to 
make. 

In practice we found the device useful, especially when it can be held in place by an assistant, 
leaving the operator with both hands freed from the obligation of sponging. However, even 
when one is working alone, it is useful, for when it is held in place with one hand, the other can 
sponge with cotton applicators and desiccate the bleeding points with the device in place 

1835 Eye St., N. W. (6) 
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OSTEOSIS CUTIS 


FRANK C. COMBES, M.D. 
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ROBERT VANINA, M.D. 
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REPORT OF CASE 

This is a report of a rare disease, which in this patient covered an unusually large area ot 
the scalp. 

Miss L. B., a 36-year-old white woman, was seen on May 29, 1953. She had a slowly 
growing lesion which had been present since birth over the right side of her scalp. Shortly after 
birth a lenticular, hairless, slightly elevated nodule was noted in the right parietal region. About 
five years ago the area grew until it had attained a diameter of between 2 and 3 em. Growth 
to the present size has been during the past five years. The lesion is asymptomatic, although the 
patient occasionally “nervously picks” at the area 

On inspection a large, well-demarcated, elevated, mammillated, skin-colored, crescent-shaped 
lesion, with a few superficial punctate excoriations, covered much of the right parietooccipital 
region. A few scattered hairs were present throughout the area. The lesion extended from the 
right lateral occipital region, anteriorly for a distance of 15 em. The convexity of the “crescent” 
was cephalad with the concave surface caudad, Its width was approximately 6 em. The con 
sistency was stony hard and almost immovable on the scalp. Otherwise the patient was in good 
general health. 

A biopsy specimen was taken from a central area, but not without difficulty. It was almost 


impossible because of the stony nature of the tissues to make a clean incision 


The epidermis and upper corium showed no significant changes, the pathologic process 
occupying most of the mid- and lower corium. This consisted of masses of irregular bony 
trabeculae containing a moderate number of osteocytes enclosed within their individual lacunae, 
and showing streaky calcification. Osteoclasts and osteoblasts at the periphery were not seen 
The trabeculae partially surrounded a stroma of rarefied connective tissue fibrils containing small 
blood vessels of varying size and shape, as well as occasional vacuolated spaces resembling fat 
cells. There were fibroblasts, an occasional small monocyte, and occasional clusters of plasma 
cells. The resemblance was to a Haversian canal. Diagnosis: Osteoma cutis 

Anterior-posterior roentgenograms of the skull showed areas of increased density in the 
soft tissues of the right parietal region corresponding to the lesion 
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Fig. 1.—Osteosis cutis of scalp. 


Fig. 2.—Osteosis cutis. High-power photomicrograph. 
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SELENIUM SULFIDE 


OINTMENT-SEBORRHEIC DERMATITIS 


COMMENT 


The diagnosis in this patient is designated by the term osteosis, as the lesion is a general 
infiltration of the skin with bone rather than a distinct tumor formation 

The patient has since been referred to a plastic surgeon for wide excision of the lesion. This 
is the only satisfactory method of caring for a lesion of this nature 

In 1894 Warren Coleman described in detail the histology of a case of osteosis of the skin 
of the foot, with remarks on its pathogenesis. The patient had been presented previously for 


diagnosis by Sherwell at a meeting of the New York Dermatological Society 
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SELENIUM SULFIDE OINTMENT IN THE TREATMENT OF SEBORRHEIC 
DERMATITIS OF THE GLABROUS SKIN 


Preliminary Report 


SAMUEL AYRES 
AND 
SAMUEL AYRES Jr., M.D. 
LOS ANGELES 


M.D. 


Selenium sulfide in the form of a suspension has been previously reported effective im the 


treatment of seborrheic dermatitis of the sealp 

The purpose of this report is to evaluate the use of 1% selenium sulfide incorporated in a 
water-miscible ointment base in seborrheic dermatitis of the skin other than the sealp and also 
in certain other dermatoses. Involvement of the scalp with seborrheic dermatitis was usually 


treated concomitantly with 2.5% selenium sulfide (Selsun) suspension 


METHOD OF STUDY 


The 1% selenium sulfide ointment was dispensed for application to the areas other than the 


scalp usually involved with seborrheic dermatitis, usually twice daily, sometimes less frequently 


RESULTS OF TREATMENT 


A total of 37 cases of seborrheic dermatitis were included in the study, of which 27, or 73%, 
had a generally satisfactory response. The response was considered to have been highly satis 
factory in 17 of these 27 favorable responses, or in 46% of the total 

Ten cases, or 27%, were considered to have had unsatisfactory results, in that the condition 


was either aggravated, or there were complaints of irritation, or else improvement was lacking, 


or the results were equivocal 


In 7 of these 10 cases, or 19% of the total, actual aggravation or a substantial degree of irri 
tation occurred. 


In addition to the cases of seborrheic dermatitis, 1% selenium sulfide ointment was used in a 
few cases of psoriasis, localized neurodermatitis, and so-called nuchal eczema. The results in 


these cases were on the whole disappointing; so further trial was not given 


The preparation used was supplied by Abbott Laboratories, North Chicago, Hl 


This is a condensation of a paper read before the section on Dermatology and Syphilology 


of the California Medical Association at the Annual Session, on May 26, 1953 
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Results of Patch Tests—The results of patch tests with the 1% selenium sulfide ointment 
on 100 patients with a variety of dermatoses revealed positive reactions in 21%, of which 11% of 
the total were of moderate or marked degree. 

Toxicity.—The preparation was dispensed for use on areas of relatively limited extent, and 
in no case was it used over widespread areas of the body surface. The duration of use varied 
from a few days to several weeks. No laboratory procedures were carried out for the detection 


of systemic absorption of selenium sulfide. There were no instances of systemic toxic reactions 


COMMENT 

The results would indicate that 1% selenium sulfide ointment is, in general, effective against 
seborrheic dermatitis. However, the incidence of subjective complaints or of aggravation of the 
eruption, on the one hand, and of positive patch tests, on the other, is such that the 1% concen- 
tration is apparently too high for routine use. It is our impression that true allergic contact-type 
sensitization is not common with selenium sulfide and that the great majority of reactions 
observed represent a type of primary irritation, usually of mild to moderate degree. There were 
no cases in which a typical severe contact dermatitis developed from its use. In most of the 
instances in which the medication aggravated the condition or caused complaints of itching or 
burning, this was evident rather promptly. Furthermore, among some of the satisfactory 
responses, there were cases in which slight irritation occurred when the ointment was used 
twice daily, but not when it was used less frequently. Most of the positive patch tests occurred 
in patients who were being treated for other conditions and presumably in most instances had 
not had previous contact with selenium. sulfide 

It would therefore seem that an ointment containing a lower concentration of selenium sul- 
fide might lower the incidence of irritation and yet still retain sufficient efficacy for use against 
seborrheic dermatitis. It is our intention to carry out further studies along this line. 

In view of the well-known toxic properties of selenium, use of the preparation over large 
areas of the body or very frequent or prolonged use is certainly to be avoided until much more is 


known about the amount of absorption taking place under conditions of clinical use. 


CONCLUSIONS 
It is our opinion that selenium sulfide ointment ¢ is effective in the treatment of seborrheic 
dermatitis but that a concentration lower than 1% will prove to be better tolerated. It was not 
particularly effective in several other dermatoses in which it was tried. Pending the outcome of 
clinical pharmacologic studies currently being carried out by other investigators, the use of 


selenium sulfide ointment on clinicai trial should be undertaken with considerable caution. 
2007 Wilshire Blvd. (57) 
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APPARATUS FOR TAKING NOTES ON LECTURES 


LIEUTENANT COLONEL SANFORD M. VAUGHN 
MEDICAL CORPS, UNITED STATES ARMY 


The apparatus shown has proved very useful for the purpose of taking notes on lectures or 
augmented by slide projection in a darkened room. The parts required are easily obtained in a 


“ten-cent™ store and consist of (1) a large paper clip, (2) a broom holder, (3) a small caliber 
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Fig. 1—Part of apparatus showing broom holder with nut and bolt, clip, and flashlight 
(Letterman General Hospital photographic laboratory.) 


Fig. 2—Apparatus assembled. (Letterman General Hospital photographic laboratory. ) 
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4 in. (0.64 em.) nut and bolt, and (4) a flashlight. Owing to the bulkiness of the apparatus when 
assembled, a nut with a slot wide enough for use of a dime (for tighening or loosening) or a wing 
nut should be used to enable the parts to be assembled when needed. The separate parts are 
easily carried in a coat pocket without being too cumbersome. 


Letterman Army Hospital 


INFECTIOUS MONONUCLEOSIS WITH PENILE ULCERATION 


ANDREW KALLOS, M.D. 
NEW YORK 


It is more than two decades now, since Paul and Bunnell described the heterophile antibody 
reaction as a diagnostic test for infectious mononucleosis and the disease became a well-estab- 
lished entity. But, after an analysis of the great variety of clinical cases, it became necessary to 
enlarge on the old concept that infectious mononucleosis presents itself solely as the glandular, 
anginose, or febrile type. Nevertheless, the diagnosis continues to be based upon the well-known 
triad of glandular enlargement, lymphocytosis, and a positive heterophile antibody reaction ; 
although the adenopathy may confine itself to a limited area, the blood picture may not be very 
outspoken, and the serology may be negative in the early phase of the sickness 

Since dermatologists and syphilologists have little opportunity to observe cases of infectious 
mononucleosis, dermatological literature is one of the few fields where contributions to the sub 
ject have been rather sparse. It is not too widely known that a great variety of exanthemata 
may accompany the disease 


Macular, maculopapular, vesicular, erythematous, morbilliform, scarlatiniform, polymorphous, 
urticarial, purpuric, and lichen planus-like eruptions, instances of erythema nodosum, herpes 
simplex, herpes zoster, and jaundice have been observed. The incidence of skin eruption varies 
in different reports from none to 100% of the cases described. The sites of predilection for the 
exanthema are the trunk and arms, occasionally the face and forearms, hardly ever the hands, 
thighs, legs, or feet. The color of the lesions is pink or pinkish-brown. The skin eruption 
appears during the first phase of the disease and fades within a few days without desquamation 
as a rule. An enanthema, when present, consists of pinhead-sized macules on the buccal mucosa 
and in the pharynx; it clears up in three to four days. A supi 


rbital edema may complicate the 
clinical picture. 


Infectious mononucleosis is frequently mentioned as one of the causes for false-positive sero 
logical reaction for syphilis. A positive serologic test is found in 3 to 50% of patients, appears 
during the second week of illness, reverts to a negative reading within two weeks, and is most 
commonly encountered in cases with cutaneous manifestations. For the sake of completeness, it 
can be stated here that reagin is not responsible tor the positive serologic reaction, and that the 
heterophile antibodies have no essential connection with the syphilitic reaction. 

A genital ulcer as the presenting sign of infectious mononucleosis is very rarely seen. It is 
therefore deemed interesting to report the following case. 


REPORT OF A CASE 


A 20-year-old white youth presented himself, Sept. 20, 1949, with a painful ulcer on his pre- 
puce, and tender, large inguinal nodes. The ulcer and nodes had been present for five days. He 
had a sexual exposure six days before their appearance 


He complained of general malaise and 
was greatly preoccupied with the apprehension that he might have a venereal disease. 

The physical examination showed a moderately ill patient with an oral temperature of 101 F 
There was a small, half-pea-sized venereal wart on the frenulum (this wart had been present 
for several weeks), and the foreskin adjacent to the wart was exulcerated. The ulcer was shal- 
low, moist and tender, about 0.65 em. in diameter 


The skin in the inguinal fossae was red- 


From the Department of Dermatology and Syphilology, New York Polyclinic Medical 
School and Hospital 
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GLUCURONIC ACID IN THERAPY OF PSORIASIS 


dened, and single, large, hard nodes were present on each side, 5 em. from the midline. These 
nodes were sensitive to the touch; they were freely movable over the deep structures. The rest 
of the cutaneous surface was pale and moist, with a fine, erythematous, papular eruption over the 
chest and abdomen. The eruption was slightly pruritic. The throat and nose were normal. The 
liver and spleen were not felt. No lymph nodes were palpated in the cervical or axillary regions 
Urinalysis was negative for albumin, sugar, and microscopical elemerts The white cell 
count was 6,000, and the differential count showed polymorphonuclears, 36% ; small lympho 
cytes, 35%, and large lymphocytes, 29%. These latter cells exhibited the characteristic teatures 
of infectious mononucleosis: an eccentric, often multilobate nucleus, with a “cartwheel” arrange 
ment of the chromatin, a wide zone of pallor surrounding the nucleus. ‘This diagnosis was con 
firmed by a heterophile antibody test, which proved to be positive in a high dilution, 1: 7.168 
(serum absorbed with guinea-pig kidney) 

The patient received antipyretics and a lotion for the itchy skin 

The malady continued for 12 days, the temperature rising to 102 F. The interesting feature 
during the illness was the gradual and generalized enlargement of the lymph nodes, the cervical 
nodes becoming prominent, the axillary nodes becoming palpable, and the other inguinal nodes 
also increasing in size. The liver edge became palpable and the spleen percutable. The white cell 
count rose to 16,000, showing polymorphonuclears, 12% ; small lymphocytes, 33%, and large 
lymphocytes, 55%, and the heterophile antibody reaction reached the very high peak of 
1: 57.344 on Sept. 27, 1949. A superimposed syphilitic intection or lymphogranuloma venereum 
were ruled out by negative Mazzini and Frei tests, respectively 

The skin rash cleared up in three days Phe ulcer of the prepuce healed with boric acid wet 
dressings, without leaving a sear, in eight days. The periglandular inflammatory reaction in the 
groins subsided by the 13th day, while the lymph nodes regained their normal size after sev 
eral weeks 

COMMENT 
Ihe clinical manifestations at the outset of the disease were not characteristic of infectious 


mononucleosis; diagnoses of herpes simplex, lymphogranuloma venereum, granuloma inguinale, 


Ducrey’s infection or syphilis, among many others, had to be weighed. The hematological pu 


ture put the unexpected diagnosis into the foreground, clearly demonstrating the importance of a 
complete blood cell count besides the routine direct smear, dark field and blood serology exam 


inations when patients present themselves with an open lesion on the genitalia 


SUMMARY 

The dermatological and syphilologieal aspects of infectious mononucleosis are reviewed 
briefly. 

A case of infectious mononucleosis with penile ulceration is reported since it is most unusual 
for the disease to start on the genitalia 


\n exceptionally high titer in the heterophile antibodies was recorded 


GLUCURONIC ACID IN THE THERAPY OF PSORIASIS 


FREDERICK REISS, M.D. 
NEW YORK 


Since glucuronic acid has heen synthesized, a renewed interest has been shown in its 
physiological role, particularly in its influence in the so-called collagen diseases. Peterman 
Was the first to point out a glucuronic acid deficiency in rheumatoid arthritis, as well as good 
therapeutic results in this disease with the calcium, potassium, or sodium salts of glucuronic 
acid. He also observed favorable responses in fibrositis and in hypertrophic arthritis. Similarly, 
Hodas, Brandon, and Maloney stated that “glucuronic acid has a definite place in the treat 
ment of rheumatic diseases.” These authors emphasize that the results obtained with glucuronic 
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acid are comparable with, or sometimes even better than, those obtained with the standard 
methods of therapy. In addition, Hodas and Laage also treated sciatica at times with dramatic 
results. 
PRESENT INVESTIGATIONS 

The frequent association of psoriasis with arthritis, and, furthermore, the favorable thera- 
peutic effects of some “antirheumatic” drugs upon psoriasis, suggested the trial of glucuronic 
acid therapy in psoriasis. The origin of glucuronic acid in the human body, its occurrence in the 
blood, urine, and mucopolysaccharides, and its detoxication role have been well reviewed by 
Artz and Osman. The reader is therefore referred to that monograph 

Six patients with psoriasis vulgaris were chosen. Three had guttate lesions of 10 to 14 
months’ duration, and three had large plaques of 12 to 20 months’ duration, affecting not only 
the extremities, but also the trunk and the scalp. Four were males, and two females. All patients 
received 1 gm. of glucuronolactone (two tablets of Glucurone) three times daily.* The treat- 
ment was continued in four patients for six weeks, and in two patients for eight weeks. No 


local therapy was applied. The therapy was started in the fall, 1952. 


RESULTS 
\mong the six patients treated, one patient with guttate lesions showed diminished scaliness 
in the fifth week of treatment. Hepatic and renal functions were not impaired. The blood picture 
remained unchanged. 


The remainder of the patients did not show any significant improvement. 


SUMMARY AND CONCLUSION 
Glucuronic acid has been given a therapeutic trial in six patients with psoriasis vulgaris. 
Except for one patient who showed diminished scaliness five weeks after treatment, the patients 
showed no favorable response 


The experimental material was furnished by Commercial Solvents Corporation 


870 Fifth Ave. (21) 
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* Glucuronolactone is the gamma lactone of glucuronic acid. Kach tablet contains 0.5 gm 


of glucuronolactone 


THREE-DIMENSIONAL EFFECTS IN COLORED TRANSPARENCIES 


THOMAS S. SAUNDERS, M.D. 
PORTLAND, ORE. 
If a perfectly exposed (Ektachrome) colored transparency is held up to a bright light source 
and viewed through a simple magnifying lens, a three-dimensional quality is obtained. (Lantern 
slide projection does not give this effect.) A more-than-usual realism is achieved. One gets the 


feeling of viewing an actual lesion rather than a photographic representation. 
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SAFETY OF SYSTEMIC OXYTETRACYCLINE 


Schlosberg has explained that “the phenomenon of monocular plastic depth is due to the 
release of certain monocular factors from overpowering cues, largely binocular, that show the 
picture to be flat.” 


For the purpose of clinical teaching or examination, the three-dimensional effect is especially 
valuable. 
1020 S. W. Taylor St. 
REFERENCE 


Schlosberg, H.: Stereoscopic Depth from Single Pictures, Am. J. Psychol. 54:601-6005, 1941 


SAFETY OF SYSTEMIC OXYTETRACYCLINE (TERRAMYCIN) THERAPY 
FOLLOWING OR WITH TOPICAL THERAPY 


DONALD N. TSCHAN, M.D. 
AND 


CARROLL S. WRIGHT, M.D. 
PHILADELPHIA 


Sulfonamides and penicillin were extolled as excellent therapeutic agents for the local therapy 
cf skin infections immediately after their introduction. It was quickly learned that topical 
application, particularly of the sulfonamides, at times resulted in sensitization which prevented 
their later use as an oral medication. As stated by Sulzberger and Baer, “The sulfonamides 
have a sensitizing potential equal to or greater than that of many older and some newer anti 
bacterial agents which can be used in topical therapy, e.g., mercurials, phenolic substances, 
sulfur, tyrothricin, chlorhydroxyquinolines, etc.” In the same article they point out that pen 
cillin has a great or greater sensitizing potential and produces more by-effects than many 
older and newer remedies which possess analogous therapeutic properties on external application 

It has been pointed out by Prystowsky that the problem of contact sensitization has existed 
ever since the advent of topical therapy, but prior to the widespread use of antibiotics the drugs 
used topically were of no special value systemically. With the antibiotics, it is desirable to 
have a topical application that will not sensitize against a later systemic administration, Accord 
ing to Prystowsky, bacitracin and tyrothricin have a low sensitizing index, but these drugs 
are considered unfavorable for anything other than local therapy because of nephrotoxic and 
hemolytic side-effects. Penicillin and sulfonamide drugs are said to have a 5 to 10% local 
sensitization record and are no longer accepted as drugs for topical applications 

In this study, covering a period of two years, an attempt was made te evaluate the index 
of sensitization of the local use of oxytetracycline (Terramycin) ointment used conjointly or 
prior to the oral administration of oxytetracycline capsules. In a previous publication, we pre 
sented a study in which oxytetracycline ointment was applied topically to 845 patients, 635 of 
whom were followed through to completion of therapy. This study is based upon those patients 
to whom the oxytetracycline was given orally, conjointly with the local application of oxytetra 
cycline ointment or was given after oxytetracyecline ointment had been applied topically for 
varying lengths of time. No attempt was made in this study to evaluate the efficacy of either 
the oral or local use of oxytetracycline 

One hundred three patients are represented in this study, the ages ranging from 11 months 
to 82 years. In 63 patients the oxytetracycline ointment was applied for 1 to 78 weeks prior 
to the administration of the 250 mg. capsules. Forty patients in this series started the ointment 
and capsules at the same time. The longest period of local application was continual nightly 
applications of oxytetracycline ointment for 78 weeks in a very severe cystic and pustular 
acne. Two cases with stasis eczema and ulcers had previously used oxytetracyeline ointment 
continually as dressings for 27 and 32 weeks respectively, prior to the administration of the 
oxytetracycline capsules. In 10 of the 103 cases studied, systemic symptoms were noted, repre- 

From the Department of Dermatology and Syphilology, Temple University School of 
Medicine. 
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senting an over-all percentage of 9.7% side-effects. Nausea was present in five patients, or 
4.85%, lasting from one to three days but of such a mild nature that it did not necessitate 
stoppage of the drug. The other five patients complained of temporary frequency of bowel 
movements, which lasted from three to four days. None of the untoward effects were attributed 
by us to sensitization from the topical application of oxytetracycline, and in none was it 


necessary to stop the systemic administration of the drug. 


SUMMARY 

In 103 patients studied over a two-year period with adequate laboratory examination, clinical 
follow-ups, and careful interrogation history there was not a single case of sensitivity to the 
systemic administration of oxytetracycline (Terramycin) when given concurrently with the 
use of oxytetracycline ointment topically, or some time after the use of oxytetracycline ointment 


topically. 


1402 Spruce St. (2). (Dr. Wright). 
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A CHELATING AGENT AS A HAIR RINSE 


Studies on Trisodium Ethylenediaminetetraacetate Monohydrate Solution 


LEON GOLDMAN, M.D. 
AND 
JEANNE BASKETT, B.S. 
CINCINNATI 


For the past year and a half, the department has been interested in the use of some of the 
new chelating compounds in the field of clinical dermatology. The most extensive experience 
with these has been with the local use on the scalp. Another phase of the study, under the 
direction of Dr. Cleveland Denton, has been with the use of these compounds in nickel and 
chromium hypersensitivity, and the third phase of the study is the use of disodium calcium 
ethylenediaminetetraacetic acid (EDTA) complex in routine wet-dressing techniques. 

Ethylenediaminetetraacetic acid is one of the chelating compounds whose function is to grab 
or grip various ions, especially the metallic ions. In regard to the use of soaps, these chelating 
agents briefly function as water softeners by combining not only with iron or other heavy 
metals, but also with the calcium and magnesium ions of hard water. These chelates also 
maintain their chelating capacity even with continued and prolonged contact with water. 

From the Department of Dermatology and Syphilology of the College of Medicine of the 
University of Cincinnati 

Disodium ethylenediaminetetraacetic acid (Sequestrene NA,), trisodium ethylenediaminetetra- 
acetate monohydrate (Sequestrene NA,), and trisodium calcium ethylenediaminetetraacetic acid 
complex, were supplied by H. W. Zussman, Alrose Chemical Company, Providence, R. 1. 
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CHELATING AGENT AS HAIR RINSE 


For some years, it has been customary to use sodium hexametaphosphate rinses following 
various types of shampoos. This type of medicated rinse removed any soaps remaining on the 


hair and scalp. In the past year, chelating agents have been substituted. Our most extensive 


experience has been with a mixture in distilled water of equal parts of disodium ethylenedia- 
minetetraacetate dihydrate and trisodium ethylenediaminetetraacetate monohydrate. A 1% 
solution of this was used, whose pH varied around 7.0 

Immediately after the rinsing of the shampoos, this solution is used freely over the scalp 
and then rinsed with clear water. In a series of 80 patients followed for periods averaging 
three weeks to one and one half years, there has been no irritation associated with the use ot 
this agent. The hair feels soft and smooth after its use. Persons especially with dry scalp, who 
have complained of itching and stiffness of scalp after the use of a shampoo, have been able 
to tolerate shampoo followed by the chelating agent. There is no proof that this chelating agent 
interferes with the action of the shampoo, even of the so-called medicated shampoos. The use 
of this mixture of chelating agents, not incorporated in the shampoo formula, allows for more 
flexibility in the use of the shampoo, more activity from the various types of medicated sham 
poos and perhaps some local activity on the pityriasis. Because of the possibility of thes 
chelating agents lowering serum calcium through absorption, detailed studies were done im only 
two patients following five-minute contact of the scalp with these agents. There were no 
changes in serum calcium and phosphorus. These studies are being continued with the use of 
ointments and wet dressings of these materials 
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Correspondence 


SIMPLIFIED NOMENCLATURE FOR NEVI 


To the kditor:—I1 should like to register a protest against the perpetuation of the currently 
accepted confusing and unnecessarily complex terminology used to designate varieties of the 
common benign mole or cellular nevus, and to propose a simplified nomenclature, as follows: 

Present Terms Suggested Names 
Lentigo, benign 
Junction (junctional) nevus | (rowing nevus 
Compound nevus 
Intradermal nevus Mature nevus 

It is generally believed, so far as I know, that the “junctional” phenomenon is the process 
by which these nevi grow. Therefore, when this can be found, the nevus may be classified as a 
“growing nevus"—a term which is self-explanatory, in sharp contradistinction to the expressions 
“junction” (or “junctional,” forsooth!) and “compound,” which always have to be explained 
(usually over and over again) to nondermatologists. 

Similarly, a nevus in which this phenomenon cannot be found may be supposed to have 
attained its fall growth, and is therefore “mature’’—again, a self-explantory term, which “intra- 
dermal” certainly is not. 

These new names have the admittedly serious disadvantage of not sounding at all learned or 
technical. | hope not everyone will feel that this is an insurmountable obstacle to their use. 


Harry L. Arnoip M.D. 
Honolulu, T. H. 
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LOS ANGELES DERMATOI.OGICAL SOCIETY 


J. Walter Wilson, M.D., President 


Anker K. Jensen, M.D., Secretary 
Nov. 10, 1953 


Allergic Reaction to Mercury Occurring in Tattoo. Presented by Dr. Max Worrr and 
(by invitation) by Dr. CHester M. SIDELL. 


L. M., a youth aged 17, was tattooed in June, 1953, on the volar surface of the right fore- 
arm with blue and red pigment. After healing, the red portion of the tattoo continued to be 
thickened. 

There is thickening with slight induration of the skin in the areas that are tattooed with 
red pigment. 

The patient was aware that he was sensitive to mercury, but he did not know cinnabar 
contains mercury. He is presented for therapeutic suggestions 


DISCUSSION 


Dr. GorDON EKBLAD (by invitation): In the Navy we see many tattoos with an occasional 
allergic reaction to the red dye. I had seen no reaction to other dyes until last month, when I 
observed a reaction to green pigment, but as the man was not sensitive to the patch test I felt 
that the reaction was from too strong a solution. | have tried sandpapering, excising, chemo- 
surgery, a chloride paste, desiccation, curettement, and repeated peeling with liquid nitrogen 
and trichloroacetic acid and have decided excision, sandpapering, or zine chloride paste is the 
best method for removal. For this man, I should recommend zine chloride paste 

Dr. NEtsSon Paut ANDERSON: Dr. Ekblad gave me an idea. | think that, while it might 
serve for purposes of therapy, | would object to using any destructive measures on these three 
foci which present an allergy to cinnabar. A few years ago I had a similar case of allergy to 
cinnabar in the tattoo. The microscopic picture in this case was such that a differentiation from 
lichen planus or lupus erythematosus was most difficult 

Dr. A. F. Hatt: | wonder how we can accept so unquestioningly that this is an allergic 
phenomenon. | believe that we must distinguish between epidermal and dermal sensitivity; the 
exciting substance in this case is deposited in the dermis and this may be some sort of a dermal 
sensitivity, but is it truly allergy? About 10 years ago I presented such a case before this 
Society as lupus erythematosus in the tattoo, and clinically it looked exactly like this. I believe 
it was limited to the cinnabar. It was accepted by the Society as lupus erythematosus in a tattoo, 
the biopsy being confirmatory. This may be a granulomatous reaction to a foreign body, which 
does not occur in the other colors because they may not have been applied in such strong con 
centration. It may be the matter of the strength of the solution, a primary irritant to the dermis 

Dr. Racen Lurkart (by invitation): I recently had a patient with a tattoo on his arm 
which was several years old. Over a period of two months he had developed a large verrucous 
papule which straddled a blue and green portion of the tattoo. There was no red (cinnabar) 
nearby. | excised the lesion, and the dermatohistopathologist’s report to me was “lupus ery 
thematosus? lichen planus?” 

Dr. L. H. Winer: I have observed typical sarcoid structures in blue and green areas of 
tattoos. These were negative for leprosy and tubercle bacilli on acid-fast staining (Fite and 
Ziehl- Nielson) 

Dr. Nevtson Paut ANbeERSON: I do not believe that there is such a thing as pure epidermal 
sensitivity. | would hesitate to give this patient an intravenous injection of a mercurial for 


625 


7: 
, 
Bay 
a 
- 
: 


ARCHIVES OF DERMATOLOGY AND SYPHILOLOGY 


fear he might die in anaphylactic shock. In other words, he has a generalized sensitivity to 


mercury. The same thing holds true for most people sensitive to sulfonamides, quinine, gold, 
and many other drug The reason we neglect such findings is that most contact allergens are 
rarely given internally as, for example, nickel, formaldehyde, and paraphenylenediamine. 

Dr. A. . Haun: | think that allergic and toxic effects are separate, but they may overlap 
a great deal. | do not believe that this is a dermatitis; | think it is a granuloma 

Dr. Max J. Wort I presented a patient before this Society some years ago who 
had a tattoo applied when he was a boy. About 10 or 12 years later he was tattooed again, and 
on the followng day he developed a vesicular eruption in the red area of the new, as well as in 
the old, tattoo mark 


Diffuse Hypertrophied Palatal Mucosa? Presented by Dr. J. Warter Witson and 
(by invitation) Dr. Raven Lurkart, 


Bb. M., a white woman aged 65, has observed for approximately three years insidious, pro- 
gressive, diffuse hypertrophy of the palatal mucosa. Artificial upper dentures have been worn 
for 48 years. She has had increasing discomfort from pressure of the dental plate, and= six 
months ago the old plastic denture was replaced by the present rubber one without aid. For 
two months the present denture was not used, except while she was actually eating, with no 
change observed. Regrowth followed radical cauterization by her local family physician. The 
patient does not smoke, nor does she have any unusual mouth habits 

There is a generalized diffuse hypertrophy of the palatal mucosa. Histologic examination 
was consistent with pseudoepitheliomatous hyperplasia 


DISCUSSION 


Dr. Wartrer NICKE! \bout four years ago, Dr. Philip Allen had a patient with a 
similar verrucous lesion of the hard palate, and [| also had one. Dr. Nelson Paul Anderson saw 
one of these patients. Biopsies were done, and they showed the same pseudoepitheliomatous 
hyperplasia as in this case. Because the area looked verrucous, Dr. Allen painted it) with 
podophyllum resin without benefit. The patient | had was a dependent of a man in the Navy, 
and Dr. Bell took her to the Naval dental clinic. The dentists called it a verrucous papillomatosis 
from suction of the dental plate, and it is apparently a condition commonly observed in dental 
offices, They more or less tend to appear toward the anterior pole of the bony portion of the 


hard palate and progress posteriorly 


Urticaria Pigmentosa Bullosa. Presented by Dr. M. E. OsermMayer and (by invitation) 
Dkr. DONALD ROSMAN, 


\. G., a girl aged one year, of Mexican parentage, was noted at the age of one month to 
have brownish spots on her legs that occasionally blistered. The eruption spread quickly to the 
rest of her body. Except for some occasional itching, she has been well. 

There is a yellowish-brown eruption consisting of flat macules and papules which urticate 
on friction, Bullae, most of them ruptured, appear at various sites. 

Microscopic examination revealed, aside from a slight hyperkeratosis, a normal epidermis. 
An infiltrate composed of mast cells filled the upper and midportions of the dermis. The 
appendages and blood vessels were normal 

The oral administration of sodium citrate, 5 grains (0.3 gm.) three times a day for 10 weeks, 
was without benefit 

Dr. Frep FretpmMan (by invitation): This patient was very interesting to see, for 
she presented all of the different types of lesions described for urticaria pigmentosa: macules, 
papules, nodules, and bullae. Treatment is as yet ineffectual. However, the recent finding of 
heparin-like substances in the metachromatic granules of the mast cells may provide us with a 
lead for a new therapeutic approach. 

Dr. DonaLp ROSMAN (by invitation): I have read that toluidine blue was used in some 
cases of urticaria pigmentosa. | do not know how long the cases have been followed or how 
successful this has been. 
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Dr. M. KE. OBERMAYER: Our aim in presenting this patient was to show you the rare instanes 
of urticaria pigmentosa associated with pemphigoid bullae. In this, we were frustrated by the 
patient's exhibiting today only a few bullous lesions 


A Case for Di is: Pemphigus? Presented by Dr. Harry Levitt 

Disseminated Discoid Lupus Erythematosus with Porphyrinuria. Presented by Dro Victor Do Newcomer and 
(by invitation) Dk. Irwin H. LINDEN 

Keratoses (Arsenic?)—Palms, Fingers and Soles. Presented by Dr. Joserpu I. Mus 

Pigmented Purpuric Lichenoid Dermatitis (Gougerot and Blum) with Possible Response to Ascorbic Acid. 
Presented by Dr. FrercHer 

Case for Diagnosis: Atypical Pityriasis Rosea? Presented by Dr. NorMan EF. LeVAN 


Morphea. Presented by Dr. CLEMENT COUNTER and (by invitation) Dr. MILtON COUNTER 

Purpura Annularis Telangiectodes. Presented by Dr. C. O. Woop and (by invitation) Dr. G. D. Batpripat 

Nevoxantho-Endothelioma (McDonough). Presented by Dr. M. FE. OnerMayer and (by invitation) Dra. Ernest 
THOMAS Fox. 

Parapsoriasis (Pityriasis Lichenoides Chronica). Presented by Dr. Lawrence M. 

Pseudoxanthoma Elasticum. Presented by Dr. CouPperus 


NEW YORK ACADEMY OF MEDICINE, SECTION OF DERMATOLOGY AND SYPHILOLOGY 


Lowry Miller, M.D., Chairman 


Timothy J. Riordan, M.D., Secretary 
Dec. 1, 1953 


Scleronychia (Contractures of Nail Beds): New Pathological Entity? Presented by 
Dr. IrvING M. Fis MAN (by invitation) and Dr. Iba MINTZER 


Mrs. G. K., a 47-year-old white woman was first seen at Queens General Hospital, Oct. 13, 
1953. One and a half years ago, longitudinal contractions of the nail beds of the fingers and 
toes began slowly to appear, affecting one nail and then another. There was no illness preceding 
this condition. The involved fingertips become painful due to pinching effect just before complete 
contracture develops, and then, as at the onset, they become painless and remain permanently 
contracted. 

The patient has been edentulous for five years 

Laboratory examinations, including mycologic studies, urinalysis, blood studies, blood 


pressure, and x-ray examination of the chest, gave normal results 


X-ray examination of the hands and feet, Oct. 16, 1953, was reported as follows: “The 
tufts of the foot, especially the left foot, along with the index fingers of the hands and left 
middle finger, reveal pointing and apical-like formation 

“The findings might be associated with some neurotrophic or degenerative disease 

Physical examination was entirely normal 

Examinations by the Peripheral Vascular Disease, Neurology and Internal Medicine Depart 
ments showed normal findings. 


DISCUSSION 


Dr. Evucene F. Travan: There appear to be two definite changes going on simultaneously 
as the nail bed becomes involved, a glistening white ivory sheen occurs and, simultaneously 
perhaps and as part of the process, constriction of the nail begins. The name selected by the 
presenter certainly seems satisfactory until we have further knowledge of the process. It was 
probably selected because of the ivory white color change and the constriction that certainly 
suggests a change like scleroderma taking place in the nail itself. | might say that I have seen 
patients with a single nail like this or possibly two nails that showed something of the same type 
of change, but I have never seen a patient in which the process involved the majority of the nails 
This feature I would say makes the case almost unique 

Dr. Travucorr Bernstein: If there are sclerodermic changes in the presented 
case, they should fall in the category of acrosclerosis. In acrosclerosis the process is one of 
shrinkage and the soft qualities of the skin are still preserved. The underlying tissues of the 
distal portions of the digits do not show any changes such as shrinkage. It is quite difficult to 
place the presented nail changes in a well-recognized category. The nearest category in which 
it might fall is the category of onyschoschizia (onycholysis—in this condition the nail-plate 
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is loosened in varying degrees from its bed). What we observe here is that the nail-plates, 
instead of being flat and firmly attached to the matrix, are actually forming a pointed arch 
in a triangular configuration and are loosened in the middle from the underlying matrix. I 
concur with the opinion of Dr. Goodman that such a case was never before described by Heller, 
who is regarded as the greatest authority on all types of deformities of the nails. I also agree 
with the opinion of Dr. Traub that the prefix scler(onychia) is not justified in this case, as 
there is no ebony color appearance of the underlying nailbed. Actually, the tissues do not show 
any changes at all. It is only a change of the nail-plate itself, whereby the nail forms a peculiar 
tent-like, triangular arch. I would like to suggest that the changes seen in all 10 fingers are 
neurotrophic in origin. Because of the outstanding feature, the crease in the middle of the nail, 
it is suggested that, if a neologism should be introduced, onychoptychosis would be semantically 
more adequate than scleronychia, because ptycho is the Greek word for crease. 

Dr. Irving M. FisumMan: I believe that the title used (scleronychia) is original, since 
[ could find no similar entity in the literature. I have never seen a similar case. 

Mycological, neurological, peripheral vascular, and internal medicine investigations have 
shed no light on the cause of this disturbance. Thus far, no therapy has been attempted. 

It is possible that the etiology of this condition is neurogenic. 

Dr. Herman GoopMan: At a recent meeting I presented the picture and article of an 
instance of the disease (Doubinine, A.: Sur un cas insolite d’onychogryhose totale idiopatique, 
Rev. Franc, dermat. et vénéréol. 2:486 [Jan.| 1935); also Figures 4179 and 4182 in Volume 3 of 
“Corpus [conum Morborum Cutaneorum.” Here the diagnosis is: Ungues in turricula, Dubreuilh. 


Keloids of the Earlobes Treated with Hyaluronidase Alone. Presented by Dr. IRVING 
M. FisHMAN (by invitation) and Dr. Iba MINTZER 


Miss G. S., a 2l-year-old Negro woman, was first seen on March 12, 1953. One year before 
this date she had had her ears pierced, and keloids of the earlobes developed some six or seven 
months later. 

Therapy consisting of direct injections of hyaluronidase in isotonic sodium chloride solution 
was begun March 24, 1953, and was continued at two-week intervals until November, when 
it was given at weekly intervals. No other medications were used. Doses up to 150 turbidity- 
reducing units (Wydase) or 500 units (Alidase) were administered. 

The keloids are somewhat smaller and softer, but no remarkable progress has thus far been 


achieved, 


Keloids of Earlobes Treated with Hyaluronidase, Surgery, and X-Ray Therapy. 
Presented by Dr. CONRAD STRITZLER 


V. H., a 15-year-old high school student had her earlobes pierced for earrings about two 
years ago. Within a month keloids appeared, chiefly at the posterior aspect of the earlobe, 
and rapidly grew to about the size of a walnut on the left ear and about the size of an almond on 
the right ear 

On Sept. 8, 1953, hyaluronidase therapy was begun, 1 to 3 cc. of a solution containing 
150 turbidity-reducing units and 2.5 mg. of hydrocortisone per cubic centimeter were injected 
into each keloid twice weekly, and 100 r of superficial x-ray therapy was given once a week. 
On Oct. 5, 1953, each keloid was excised; the adjacent skin was mobilized and sutured onto 
the defect. It was not practical to excise the whole keloid, since it infiltrated through the whole 
earlobe and it would have meant buttonholing the lobe. 

After healing had occurred, hyaluronidase injections and x-ray therapy were resumed. To 
date, there has been no change in the size of the residual keloid since the surgery was performed. 


The other patient in this room with keloids is presented to show the appearance of this 


patient's keloids before therapy. 
DISCUSSION 
Dr. HERMAN GoopMAN: It is less than a month since the operation and the injection of 
hyaluronidase. Please return with the patient in about 12 months 
Dr. EuGene TRAvGoTY BERNSTEIN: May I ask a question? Dr. Stritzler, didn’t you inject 
some cortisone with the hyaluronidase ? 
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Yes. 


Dr. BERNSTEIN: Then the cortisone was responsible for reducing the painful sensation 


Dr. STRITZLER 


which accompanies the hyaluronidase injection. A hyaluronidase injection is quite painful, and 
cortisone usually eliminates this painful sensation. 

Dr. FreDERIcK Retss: I have had some experience, but | am not too enthusiastic with 
the results. | would say that early keloids respond fairly well, but how long the result will 
last I am not in a position to say. In relation to Dr. Bernstein’s remark, the combination of 
cortisone and hyaluronidase sounds reasonable. However, 


some later experiment I found 
out that when hyaluronidase is mixed with cortisone the cortisone is completely inactivated; 
therefore such a combination is not really advantageous. 

Dr. CONRAD STRITZLER: Just a word about the use of cortisone with hyaluronidase. It is 
true, as Dr. Bernstein mentioned, that it was used only to prevent pain caused by the injection 
of hyaluronidase solution. During the past month, however, hyaluronidase was used alone in 
one earlobe and with a little cortisone in the other. While there was more pain on the former, 
it seems to me that the residual keloid is softening to a greater extent in that area where 
hyaluronidase was used without cortisone. It is my impression hat the cortisone has some 


antihyaluronidase action, that it may actually diminish the effectiveness of hyaluronidass 


Asboe-Hansen Disease (Bullous Keratogenous and Pigmentary Dermatitis with 
Blood Eosinophilia in Newborn Girls): Incontinentia Pigmenti. Presented by Dkr 
Perry M. Sacus for Dr. Hereert J. Spoor 


DISCUSSION 


Dek. Heren O. Curtu: When Asboe-Hansen published his report (A. M. A. Arcu 
Dermat. & Sypu. 67:152-157 [Feb.]| 1953), I thought that he was perhaps dealing with a 
syndrome we have seen here in which incontinentia pigmenti is associated with certain cutaneous 
manifestations and chondrodystrophia calcificans congenita. | wrote to him and asked him if 
the children he observed were particularly small. He answered that they were not, but | was 
reminded of this correspondence tonight, because here again I thought that this was definitely 
a case of incontinentia pigmenti. This is a little girl with characteristic pigmentary changes 
which are already regressing. I believe that the fact that these changes started with bullous 
lesions does not speak against the diagnosis, since in this disorder the pigmentary changes 
may start with or without any precursor. [ think that the other child of the family should be 
examined and that this child should be more thoroughly investigated, especially with regard 


to eyes and bones 


Dr. Evcene F. Traus: The reason for presenting this patient was twofold. In the first 
place, we had been shown a case at the last meeting that seemed to fit into this general category 
and, secondly, since there have been a great many relatively similar cases recorded in the 
literature, apparently under various names, we think that this point should be discussed. That 
is the reason we selected an assortment of names tonight from which to choose. In evaluating 
the differential diagnosis of the previously presented cases, not only was our presenting diagnosis 
carefully weighed but all the others were considered. Each of the early cases was thoroughly 
studied from the standpoint of being a peculiar type of dermatitis herpetiformis. The changes 
which presented themselves were bullous, sometimes pruritic, and there was eosinophilia in 
this particular group to which I refer, and a great many authors, Rothman and others, in the 
old days thought they might comprise an aberrant form of dermatitis herpetiformis in children 
All cases occurred in female children. They always occurred shortly after birth. Our patient 
was a premature baby, and there was also a matter of syphilis in the ancestry. Therefore we 
have studied all these angles and whether the child was at any time fed with cow’s milk and 
whether this might be an allergic phenomenon. I agree with Dr. Peck’s contention that to 
establish a diagnosis of incontinentia pigmenti one has to have a certain mechanism occurring 
that can be proved microscopically. If the microscopic studies and the course of the disease 
do not fit this category, then the case cannot be catalogued as that disease, technically at least 
Possibly we place too much stress on this particular phenomenon. Possibly we do not. Perhaps 
the clinical course will be more important than to establish the diagnosis. I would like 


Dr. Perry Sachs in closing enlighten us as far as he can on these particular points 
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Dr. ALEXANDER A. Fisner: I would like to add that we feel that incontinentia pigmenti 
is a defined clinical entity, that one case looks like another case: a classic picture. There is a 
peculiar arborization, like branches of a tree. All the cases look alike. If you get an early 
history you will find bullous lesions. The pigmentation usually fades in early childhood or 
around puberty. The pigmentation that follows Duhring’s disease or lichen planus has an entirely 
different appearance. The pigmentation might look alike histologically in many conditions, 
but the clinical picture of incontinentia pigmenti appears to be unique and diagnostic. 

Dr. Perry M. Sacus: Originally, we considered the possibility of incontinentia or that this 
case might be allied to, or a type of, incontinentia, if not the same cond'tion. However, we 
have to draw comparisons between this condition and past descriptions of incontinentia. The 
pigment in this group of cases tends to disappear much more rapidly than in incontinentia. 
Secondly, the microscopic picture shows differences. The epidermis in incontinentia is thin, while 


in this group of cases the lesions are keratogenous and the epidermis almost suggests a nevus, 


being thick and hyperkeratotic. The pigment in both types of conditions is within the upper cutis 


in chromatophores, as Dr. Peck mentioned. As a matter of fact, in this case, you can see that 
the pigment, which is present throughout the lower border of the epidermis, is missing 
overlying the area of chromatophores, indicating that the pigment has been washed down and 
picked up by the chromatophores. In addition, in incontinentia keratogenous lesions have not been 
a special feature clinically, while in this group there is almost a regular routine of bullous 
lesions and eczematoid lesions going on to keratogenous and then into the pigmentary form and 
in a relatively short time disappearing. Our case, as was mentioned, didn’t show a phenomenal 
eosinophilia by any means, yet eosinophilia, up to 40%, has been described, which is not a 
feature of incontinentia, 


Sjogren's Syndrome. Presented by Dr. H. BEHRMAN. 
Psoriasis. Presented by Dr. Ipa J. MINTZER. 


Pemphigus Vulgaris in Thirteen-Year-Old Girl. Presented by Dr. 1. J. Mintzer and Dr. ZoLtTAN RuBIN (by 
invitation). 


Dermatitis Herpetiformis. Presented by Dr. CHartes S. MILLER. 
Pemphigus. Presented by Dr. CHarites S. MILLER. 


Recurrent Lymphedema, Resembling Mycetoma. Presented by Dr. EUGENE F. Traus for Dr. Herpert J. Spoor 


Pleomorphic Bullous Eruption in Subacute Lupus Erythematosus Disseminatus. Presented by Dr. EUGENE 
TRAUGOTT BERNSTEIN, 


Lupus Vulgaris. Presented by Dr. G. Kiein for Dr. S. B. Roorr, 

Amyloidosis Cutis. Presented by Dr. G. for Dr. L. 

Morphea. Presented by Dr. EUGENE F, Traun for Dr. Epwarp H. MAnpeL and Dr. Morris Ralr, 
Lichen Albus. Presented by Dr. F. Traus. 


NEW YORK DERMATOLOGICAL SOCIETY 


George C. Andrews, M.D., President 


Gerald F. Machacek, M.D., Secretary 
Oct. 27, 1953 


Urticaria Pigmentosa (Xanthelasmoidea). Presented by Dr. Maurice J. CostTeLio for 
Dr. Howarp Fox, 


S. R., a girl aged 2 months, has a generalized eruption on the scalp, face, trunk, and extremi- 
ties, consisting of pea- to bean-sized reddish macules with considerable infiltration underneath. 
No seratch marks are visible, although she has long fingernails. The mucous membranes are 
not involved. The temperature is normal. She has gained 1% Ib. (680 gm.) since birth (at 
one month). The blood cell count, including the eosinophile count, is normal. The infant is 
breast fed, and the mother is taking no medication. Indurated bullae were present at birth. 

The mother had influenza during the first trimester of pregnancy but took no medication. 
She took one vitamin pill daily from the sixth month of pregnancy until the birth of the baby, 
two weeks prematurely. She also took about 50 aminochloride pills six weeks before delivery. 
Her dentist discovered a dead tooth one month before the birth of the baby and treated it with 
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iodoform. The patient was nauseated one month before delivery while her house was being 
painted. She took four laxative pills containing phenolphthalein and caseara sagrada three days 
before the birth of the baby and one barbiturate pill one hour before delivery 

The baby was previously treated with corticotropin (ACTH), penicillin, chlortetracycline 
(Aureomycin), and potassium permanganate baths and also with phenindamine (Thephorin) 
solution. She is being given no medication now, and the eruption seems to be disappearing 

A biopsy, reported by Dr. Wilbert Sachs, showed a fairly uniform cellular mass throughout 
most of the cutis, composed of cells containing round and oval nuclei. The cytoplasm was some 
what granular in appearance. The overlying epidermis showed no significant changes but for 
some pigment in the lower portion. While there was some suggestion of foam cells due to the 
granular cytoplasm, nevoxanthoendothelioma must be considered. However, the polychrome 
methylene blue stain indicated these cells to be mast cells, and it was felt to be probably the 
nodular form of urticaria pigmentosa (xanthelasmoidea) 


DISCUSSION 


Dr. Witpert Sacus: For a long time, I was of the opinion that there were two types of 
urticaria pigmentosa, the inflammatory-edematous and the tumor types, and believed that the 
latter was the only type that should be called xanthelasmoidea. The usual microscopic diagnosis 
is mycosis fungoides, but histologically one finds all mast cells. This case is unique because 
the child has not only xanthelasmoidea but also spontaneous bullous lesions. This raises some 
doubt as to the above concept. 

Dr. Antuony C. Creo_Ltaro: This is a rare clinical picture. It is the first time I have 
seen a case like this, and | am glad Dr. Sachs found histologic features to confirm the diagnosis 

Dr. EvuGene F. Traus: | was much interested in Dr. Sachs’ discussion. There seems to 
be no reason why any of these exudative edematous processes, once they start, cannot go on to 
bullous lesions, even if the concept of urticaria pigmentosa does not as a rule envision this. 
Furthermore, some of the lesions on the back suggest that perhaps keloid formation is taking 
place. Some lesions suggested a picture of xanthelasmoidea, but the more rare feature would 
be that of the hypertrophic scar or keloid formation, if that actually is going on 

Dr. GERALD F. Macuacek: As to keloid formation, the mother said there were hard 
lesions but they softened up, so | wonder whether the prognosis is as bad as we think 

Dr. EvuGene F. Traus: Assuming that it is xanthelasmoidea with large tumors, there is 
more likely to be spontaneous regression than in the other type, where they carry well into 
adult life so that the prognosis has to be more guarded. These lesions always urticate on rubbing. 

Dr. Maurice J. Costetto: As Dr. Machacek mentioned, the eruption was present at birth 
and the mother said the lesions were surmounted by bullae. The lesions urticate on rubbing 
and are surrounded by large red halos. | saw the baby about six weeks ago, and the eruption 
is undergoing involution. 


Angioneurotic Edema or Chronic Lymphangitis with Lymphedema. Presented by Dr 
Antuony C. 


M. R., a woman aged 33, was first seen on March 18, 1944, at which time she gave a history 
of having had swelling about the eyes on and off for about 11 years. At first the edema involved 
both eyes, and later it involved first one eye and then the other. The patient has always lived 
in New York except for two years in Rochester, Minn. She has never been in the tropics. At 
times she has been almost free of the sweliing but never for more than about three months 
Prior to coming to me she had had all sorts of allergy and bacteriologic studies and physical 
and ophthalmological examinations, and all were essentially normal. During 1944 she had several 
x-ray treatments, filtered and directed to each side of the face in the region of the zygoma, 
followed by involution of the swelling. 

She has been studied at various hospitals, including the Manhattan Kye, Ear, and Throat 
Hospital, the New York Hospital, and the Mayo Clinic, and various diagnoses have been made 
The ophthalmologists at the Mayo Clinic and at the New York Hospital disagree as to the 
nature of this condition, the former being strongly of the opinion that she does not have a 


tumor or malignant growth, whereas those at New York Hospital think she might have a 
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tumor and recommend exploratory operation. Filariasis has also been considered. Careful 
study showed no evidence of an intracranial venous obstructive syndrome and no evidence 
of arteriovenous aneurysm. Neurological examination has been entirely normal. The possibility 
of a cervical rib and of pathology of the thyroid gland were also considered, but nothing 
definite could be found. The fundus examination has always been good, even though the 
exophthalmos has been severe, with the protrusion amounting to 6 mm. and more. An arterio- 
gram at Mt. Sinai Hospital gave normal findings, but the possibility of an orbital angioma was 
still considered and an exploratory operation was suggested but not performed. She did have 
an operation, which I believe was to tie off the external jugular vein, but this in no way 
influenced the condition 

The patient continues to have remissions and exacerbations of severe exophthalmos associated 
with pain and of edema about the left eye. The attacks are intermittent, but she never wholly 
recovers. 

DISCUSSION 


Dr. Georce C. Anprews: This is a most important case, and the history of its being 
bilateral at one time is significant. Sarcoidosis and dermatomyositis should be ruled out more 
thoroughly, perhaps. | don’t know whether the Kveim test would be of much value, but I would 
suggest urinary creatinine determinations. | have had a case of dermatomyositis under my care 
for some 10 or 12 years, and the patient developed this type of exophthalmos, bilateral and then 
becoming unilateral, and she gradually got well. [ think this patient should have studies for the 
LL.E. phenomenon, Cortisone or corticotropin (ACTH) might be tried, at least locally, if it has 
not been tried already. 

Dr. Lestiz P. Barker: The interesting feature of this case is the fact that the swelling 
comes on suddenly, accompanied by lymphedema and exophthalmos, and then recedes almost 
completely. It is difficult to conceive that angioneurotic edema would affect only one eye. 

Dr. J. Lowry MiLter: This condition resembles the chronic lymphedema seen around the 
lip. I think it belongs in that group, and if cortisone has not been tried it would certainly be 
well to do so, 

Dr. Frank C. Compes: I think there is a vascular bacteriologic allergy and that studies 
along that line will have to be made. 

Dr. Geratp F. Macuacek: It is pretty well authenticated that unilateral exophthalmos is 
due to thyrotoxicosis and secondary let-down. The metabolic rate goes down, and myxedema 
develops. There is no evidence of organic basis as the eye looks too well. It is essential to rule 
out some deviation of thyroid function. 

Dr. Ruru A. Ropisuaw (by invitation): | agree with Dr. Machacek; I think the patient 
should be thoroughly studied from the standpoint of thyroid function. 

Dr, Evucene F. Traup: It seems to me there has to be some local abnormality or defect 
to account for such persistence in that one area. It is evidently something not easily discoverable. 

Dr. Cart T. Nevtson (by invitation) : Like Drs. Robishaw and Machacek, | too thought of 
localized myxedema of the orbit, which may occur with or without cutaneous lesions. On the 
other hand, the edema in this case is transient, which would be rather against a localized myx 
edematous state 

Dr. FRANK FE. Cormra: One gets the impression that this is a vascular type of phenomenon. 
It may be due to changes in vessels supplying the eyeball, and | think some type of operation 
should be kept in mind. I agree that one of the steroids should be tried 

Dr. Antuony C. Creorraro: Thank you for offering suggestions which others who 
have studied the patient have not thought of. She has had metabolic studies and has been under 
the care of internists, neurologists, and ophthalmologists. The diagnosis most seriously considered 
is an intraorbital tumor, probably an angioma. I didn’t think of dermatomyositis, because prior to 
a year ago the eye looked almost normal. The exophthalmos and the edema about the eyes 
affected first one eye and then the other. The greater the edema, the greater the congestion 


of the conjunctival vessels. I don’t think she has had corticotropin or cortisone, and this typ 


of therapy should be given a trial. The question of bacterial allergy has been studied by 


allergists in four institutions, where she had what has been considered to be a complete study 


She lived in the vicinity of the Mayo Clinic for two years and has been carefully studied by 
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their physicians. Perhaps further bacterial studies might reveal a low-grade infection some 
where in her system which may account for this angioneurotic edema. She has never had 
thyroid therapy because the internists who studied her for a year could not find any pathology 


of the thyroid gland 


Moniliasis (Intestinal). Presented by Dr. Lestie P. BARKER 


E. J., a woman aged 40, while eating dinner on May 17, 1951, felt a slight soreness of the 
throat, that became very red and painful within a few hours. She was given chlortetracyelin 
(Aureomycin) for three days and then penicillin injections, with no relief. On the fourth day 
she consulted an otolaryngologist who gave her vitamin B complex (Betalin) intravenously, 
ascorbic acid by mouth, and “sulfa gum.” The sore throat continued, and on the 10th day “blood 
blisters” appeared in the mouth. She developed a productive cough with chalk-like sputum, 
began to lose her appetite and felt nauseated. She stopped all previous medication and was 
given brewers’ yeast and pyrilamine maleate (Neo-Antergan). Up to this time her temperature 
had been normal, but the sore throat persisted. In July (about six to eight weeks after onset), 
her pulse became rapid and the glands in her neck became swollen and tender. She had a head 
ache, with malaise and mild afternoon temperature 

On July 10, 1951, the patient was hospitalized for 10 days and was given a thorough study, 
including cultures for fungi from the mouth and stools, all of which were negative. Roentgeno 
grams of the chest and gastrointestinal tract were normal. She was given chloramphenicol 
and later rutin with vitamin C, with no improvement 

After discharge she continued to have an afternoon temperature of 99.8 F., at which time het 
tongue and cervical glands became swollen. She lost weight steadily, and canker sores appeared 
in the mouth. In September, 1951, she had an hemoptysis and was again hospitalized, but no 
evidence of tuberculosis was found. Since that time the patient has lost weight and has had a 
continuous sore mouth, worse at times when canker sores and a white pellicle would form, 
especially beneath the tongue. She has had recurrent diarrhea 

Since January, 1953, cultures from the mouth on two occasions showed Candida albicans 
Stool cultures have been negative for fungi. She has continued to have attacks of malaise with 
fever of 101 to 102 F., accompanied at times by swollen glands 

Agglutination tests for Brucella and the histoplasmin skin test have been negative 

The patient has received prolonged courses of vitamins and liver injections, proprietary 
antiseptic lozenges containing cetylpyridinium (Cepacol), merthiolate mouth wash, 1senico 
tinic acid three times a day, sulfadiazine for one month, and flowers of sulfur, followed by 
diiodohydroxyquinoline (Diodoquin) by mouth, all without benefit. During the past few months 
she has had a persistent relative lymphocytosis (50 to 60%). Otherwise, repeated blood cell 


counts have been normal 


pisct 


Dr. J. Lowry Mitier: As I understood it, cultures of the stools were not positive. Th 
lesions in the mouth didn’t impress me as due to Monilia. Monilia may be found on culture 
but it is probably not responsible for the lesions seen here 

Dr. Frank C. Combes: It doesn’t impress me as moniliasis. You can find monilia mu 


almost anvbody. It it does turn out to be moniliasis [ would suggest lozenges of aecriflavine ane 


methylrosaniline chloride (Acriviolet lozenges) and buttermilk 
Dr. Georce M. Lewis: The blood studies would indicate that this is not an infection. The 
loss of weight, hemoptysis, and the general appearance of the patient indicate that she has a 
| 


systemic disease. Amyloidosis should be strongly considered, and the tumefaction of the tongue 


would fit this diagnosis. Her symptoms could | plained on the basis of amyloidosis in othet 
organs. A biopsy should be of help and ts certs nidicated 


Dr. Rutn A. RoptsHaw: I, too, am impressed with the systemic nature of this patient’ 


illness. I think more extensive studies should be performed of the cytology, lymphatic apparatus, 


and bone marrow 
Dr. Paut FE. Becuet: It seems hard to conceive that Candida albicans would cause a lesion 


of that type—deep, large, and almost sclerosed 
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Dr. KuGene FF. Traups: | agree with Dr. Robishaw. Taking all the symptoms into con- 
sideration, this might well prove to be a case of leukemia in its inception. 

Dr. Cart T. Netson (by invitation): Here is a patient who has had recurrent fever, 
lymphadenopathy, lesions in the mouth, pulmonary involvement, and anemia for some time 


To me it suggests either histoplasmosis or a lymphoblastoma of some sort. If a biopsy speci 


men is taken, it should be stained and cultured for histoplasma and injected into animals. The 
histoplasmin skin test should also be repeated. 

De. Water J. Scumipr (by invitation): Dr. Sachs suggested that this case might be 
an carly form of blood dyscrasia 

Dr. FRANK FE. Cormia: I don’t know whether it is an ordinary form of amyloidosis, but it 
would be easy to determine by an intravenous Congo red test and also by the intradermal test 

Dr. GEORGE ¢ ANDREW In amyloidosis one would expect the tongue to be redder, more 
glistening, and harder than it is. | didn’t get the idea that macroglossia was present. The tongue 
and color don't seem especially abnormal. The suggestion of some sort of lymphoblastoma is 
very good. If it hasn't been done, | would like to see cultures made for diphtheria and also for 
Pseudomonas aeruginosa, because sometimes you get a membrane from Pseudomonas. The 
patient has been using some strong remedies as a mouth wash, which might have irritated 
the mucous membranes enough to get a secondary infection with Pseudomonas on top of it. 

Dr. Witbnert Sacus: We haven't heard anything about the hemorrhagic bullae. If this 
is a lymphoma and not an id, we would get a positive histologic picture long before the blood 
signs develop. 

Dr. Maurice J. Costerto: The stellate superficial hemorrhages into the skin are certainly 
suggestive of leukemia. The typical histologic picture of leukemia in the skin and bone marrow 
may not appear until late in the disease. The patient is certainly a sick woman. A lymph node 
should be excised and studied. 

Dr. Leste P. Barker: | have never been satisfied with the final diagnosis of primary 
moniliasis. | also agree that this patient has a systemic disease and that the intestinal moniliasis 
is secondary. | shall suggest a bone marrow puncture. The cultures from the mouth have shown 
only Staph. aureus and C. albicans. 


Pemphigus Vulgaris in a Negro Woman. Presented by Dr. Geratp F. MAcHaceK. 


M. N.,a Negro woman, aged 67, is presented, from Presbyterian Hospital, with a generalized 
eruption of four months’ duration. She was well until 1953, when she developed diarrhea and 
had tarry stools. A sore throat lasted two months; her lips bled, and she received injections, 
presumably of penicillin. She was hospitalized in Georgia. 

There are blisters on the body and extremities, including the lips, tongue, and buccal mucosa. 
The bullae are flaccid; they coalesce and form deeply pigmented areas. 

On admission to Presbyterian Hospital the patient's pulse rate was 8&8, respirations 16, 
temperature 99.4 F., and blood pressure 120/80. 


The biopsy was extremely suggestive of pemphigus vulgaris. 


DISCUSSION 

Dr. Paut Becner: Clinically the diagnosis is perfectly clear. 

Dr. Witnert Sacus: If she hasn’t a bullous drug eruption, I would suggest a pemphigoid 
eruption associated with carcinoma of the abdominal cavity. 

Dr. J. Lowry Mitter: [| would favor a bullous eruption following a drug. It is unusual 
to see pemphigus vulgaris in a Negro. 

Dr. Eucene F. Traus: The eruption in this case is rather bizarre. This in itself is 
somewhat suggestive, and since history of drug ingestion is always difficult to obtain, and since 
the effect of drugs lasts much longer than we are often led to believe, it is difficult to rule that 
out. I recall a number of iodide and bromide eruptions in which there was a high blood level 
apparently for many months and years in a patient who had been hospitalized and given a diet 


as free of iodides and bromides as possible. 
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Dr. Maurice J. Coste.to: The tongue shows atrophy in addition to bullae, and | wouldn't 
be surprised if the patient is suffering from some sort of blood dyscrasia. The pattern would be 


most unusual in pemphigus, but it is one not infrequently seen in leukemia 


Lymphogranuloma Venereum of Unusual Type. Presented by Dr. Maurice J. Cosrerto. 


F. T., a Negro aged 40, has had sinus tracts of the perianal and right upper thigh regions 
for two months. No rectal stricture or discomfort are present. He had syphilis in 1939 and 
inguinal buboes, associated with penile lesions. The Frei test and the Ducrey test were positive 
Culture for acid-fast organisms was negative. The Mazzini reaction was negative in 1951 and 
again in 1952 

DISCUSSION 

Dr. Frank E. Cormi1a: Involvement of the skin is very unusual at that stage of the disease 

Dr. Lestiz P. Barker: I do not think the Frei test necessarily means that the patient has 
lymphopathia venereum. Many Negro people have been infected with this disease, and the 
Frei test remains positive indefinitely. I would suggest the possibility of an acid-fast infection 

Dr. GeorGe M. Lewis: Has systemic tuberculosis been ruled out. A mycotic disease also 
has to be considered. 

Dr. Maurice J. Costetto: I have seen many cases of lymphogranuloma venereum, and 


I can recall only one other in which sinus tracts were found in the buttocks, hip region, and thigh. 


Scleredema Adultorum (Buschke). Presented by Dr. Maurice J. Costerto 
Pityriasis Rubra Pilaris. Presented by Dr. Lesiie P. BARKER 
A Case for Diagnosis (Hydroa Vacciniforme?). Presented by Dr. J. Lowry Miter 


THE NEW ENGLAND DERMATOLOGICAL SOCIETY 


Mildred Ryan, M.D., President 


Joseph Goodman, M.D., Secretary 
Dec. 2, 1953 


Chronic Discoid Lupus Erythematosus (Three Cases). Presented by Dr. Mauray J. 
Tye, Haverhill, Mass. 


A 41-year-old white woman had had lesions for three and one-half years on the nose and 
on the right ear. There was 90% healing of the lesions after 20 weeks of decreasing dosage of 
chloroquine. 

A 70-year-old retired white man had had lesions on the cheeks for about six months. The 
lesions disappeared almost completely after two weeks of chloroquine therapy 


A 39-year-old white fireman had had lesions on the lips and on the left side of the neck for 
eight years. There had been little change in the lips after 23 weeks of chloroquine therapy, but 
the lesion on the neck became an inactive atrophic scar. 


DISCUSSION 


Dr. Joun L. Fromer, Boston: These are three patients with discoid lupus erythematosus 
of variable extent and variable duration in whom chloroquine has been used with dramatic 
success. I think it is fair to say that in quinacrine and chloroquine we have drugs that are 
relatively safe if the patient is carefully observed and if in the early stages of treatment 
frequent laboratory studies are made. 

Of the two drugs, chloroquine apparently may produce all the side-actions of quinacrine, 
except for yellowing of the skin. We rarely use more than 250 mg. of chloroquine daily, and 
in some cases we use it every other day. Although exfoliative dermatitis and toxic hepatitis 
have been attributed to chloroquine, no other serious consequences, so far as I know, have fol 
lowed the careful use of this preparation. 

These drugs have a value that far exceeds that of gold. It is too early to talk about remissions, 
cures, and exacerbations. In my own experience, [ have found that withdrawal of these drugs 
is followed by recurrence of the disease in the majority of cases 
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Dr. Bernarp Appet, Lynn, Mass.: In several patients, | have noticed that when the dose 
of quinacrine is reduced the rate of improvement is sometimes slowed down; if the drug is 
continued in a dose of 0.2 to 0.3 gm. per day, the improvement continues. Then when the dosage 
is again reduced, down to 0.1 or 0.2 gm. a day, sometimes the improvement still continues, some 
times it becomes arrested at the point at which it was when the dose was reduced, and only 
occasionally does there seem to be a reactivation. My impression is that this is our most effective 
form of therapy for discoid lupus erythematosus. 

Dr. Joserpu GoopMaAN, Boston: My experience with the drug is limited to a few patients, 
but I have been observing one patient whom I suspect has developed the lichenoid reaction to 
quinacrine. The patient had a rather severe discoid lupus erythematosus of the face and had 
been taking quinacrine for about three months. The dose during the last month before it was 
stopped was 0.1 gm. every other day. At the patient’s last visit, there were reddish-blue some 
what infiltrated plaques on the dorsum of each hand 

[ would like to ask Doctor Fromer if he can tell me anything about the relationship of 
quinacrine and chloroquine insofar as that type of reaction is concerned. Is it safe to give a 
patient chloroquine if a reaction has taken place with quinacrine ? 

Dr. Joun L. Fromer, Boston: I can discuss only two patients in whom quinacrine intoler 
ance appeared, accompanied by gastrointestinal complaints and a fall in the white cell count 
These patients can tolerate small doses of chloroquine without any side-effects. 

These chemicals belong to the same general grouping, and [ believe you would have to give 
your patient a period of time to exerete the quinacrine, remembering that chloroquine 1s 
excreted much more slowly. This property accounts for the use of 1 tablet weekly as a malarial 
suppressor. | would begin with a quarter of a 250 mg. tablet of chloroquine in that particular 
patient and observe its effect 

De. Mauray J. Tye, Haverhill, Mass Ihis was just a sampling of about 20 cases we are 
reporting, We started the study with Daraprim, which is also an antimalarial but of a different 
grouping, it being a folic acid antagonist. There was no improvement at all with that particular 
antimalarial drug. Then we started with chloroquine. We have had one patient off treatment 
for about six weeks, and there has been no recurrence 

Dr. Warrer C. Lopsirz, Hanover, N. H We have had about 25 patients with discoid 
lupus erythematosus now who have been taking quinacrine and then changed to chloroquine. 
In this group, there have been two failures to both drugs. In addition, two patients have 
developed cutaneous eruptions to the quinacrine; these two patients were not given chloroquine 

Dr. Atten I. StrermMan, Newton Center, Mass.: I can report one patient who developed 
a generalized exfoliative dermatitis one month after he had discontinued taking quinacrine as a 
malaria suppressant. This dermatitis was a dermatitis medicamentosa due to quinacrine. It would 
be advisable to delay the use of chloroquine for at least four weeks after treating a patient with 
quinacrine, so that any dermatitis that may develop will not be falsely attributed to the chloro 
quine 

Dr. S. J. Messina, Boston: The general opinion has been that quinacrine is effective and 
that chloroquine is more effective. The doses of quinacrine now are smaller. The improvement 
does not depend on yellowing of the skin. It does not depend on the antimalarial effect. Chloro 
quine is a much safer and more effective drug, but it is slower than quinacrine in showing 


improvement 


Nodular Syphiloderm. l’resented by Dr. GoopMAN and Dr. Mivron E. HELMAN, 
Boston 


\ 47-year-old white male machinist developed skin lesions at the corners of the mouth about 
one year before presentation. Gradually, lesions appeared on the chin, the front of the neck, and 
the upper lip. 

Examination showed thickened, red, sharply outlined plaques involving almost all the area 
of the regions noted above. The entire lower lip was thickened. 

Phe Kahn, Hinton, and Wassermann tests were positive in a dilution of 1:32. The tuberculin 


patch test was slightly positive. Chest x-ray and spinal fluid examinations were negative 


Biopsy revealed a tuberculoid granuloma with few plasma cells, consistent with but not diag 


nostic of a gumma (Dr. Herbert Mescon), 
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DISCUSSION 


Dr. Wittram R. Hitt, Boston: This man presented a lesion that one might say involved 
the center of the face. It is known that syphilis favors this location. It has been my impression 
over the years, with cutaneous gummas of the face, that the upper lip is much more commonly 
involved than the lower lip 

This man's lesion began, according to the record, on the mucous membrane and extended 
down over the chin. It is an indurated lesion with an atrophic area in the center and a definitely 
verrucous border 

With a glass slide I could see apple-jelly nodules. It was my clinical impression that the 
lesion was a form of cutaneous tuberculosis. 

The biopsy slide is very difficult to interpret. Usually a section of tertiary syphilis of the 
skin is reported to be a tuberculous reaction. Here there is a tuberculoid reaction, giant cells, 
a lymphocytic infiltrate, and a noticeable absence of plasma cells. These are, of course, commoner 
in late cutaneous syphilis than in tuberculosis. It was my clinical impression that this man had 
tuberculosis of the skin, probably tubeculosis verrucosa cutis 

Dr. Josep Mutrter, Worcester, Mass.: It is my opinion that this patient has lupus vulgaris 


Dr. Mitton HEeLMAN, Boston: I'd like to ask if anybody who has seen more lupus 


than I have has ever seen development over such a large area in such a short period of time. 
Wouldn't sarcoid fit the picture better than lupus vulgaris ? 

Dr. Herbert Mescon, Boston: | don't think I can add anything to what was written on 
the slide. I could not give an absolutely conclusive diagnosis histologically without having 
seen the patient, and having seen the patient and looking back at the histology now, I still am 
a little undecided. 


Dr. ALFRED HOLLANDER, Springfield, Mass. 
Hill and call this lupus tumidus. 


Clinically, I think | would go along with Dr 


Dr. Stpney J. AttmMaAn, Boston: Having seen a somewhat similar patient recently and 
knowing that that patient’s lesions disappeared after penicillin treatment, | wish to make a 
diagnosis of tertiary syphilis of the skin 

Dr. Bernard Appet, Lynn, Mass Clinically, I make a diagnosis of tertiary syphilis, 


because the lesion is asymmetrical. Although it is in the middle of the face, there is more 


on one side than the other. The borders of the lesions are, forming segments of circles. They 
are made up fundamentally of nodules which are relatively uniform in size. The color 1s 
consistent with the nodule of tertiary syphiloderm, a medium bluish-red, and there is a slight 
tendency to clear in the center, so that the lesions, if looked at from a distance, have an annular 
or partly annular form. 

I do not believe that this is lupus vulgaris, because the lesion has extended too rapidly in 
too short a time, too late in life. 

I predict that within three weeks of active treatment with penicillin this lesion will be gone 

Dr. JoseEpH GoopMAN, Boston: I believe that this is tertiary syphilis of the skin. I would 
like to add two facts which were omitted from the history for the sake of brevity. First, the 
two small areas which seem to show clearing are actually the sites of biopsies. The first biopsy 
was stained for tubercle bacilli, none of which were found after a careful and prolonged search 

Under a glass slide, the entire lesion presents the brownish-yellow color which is character 
istic of lupus vulgaris. This color is present because the lesion is almost entirely a pure 
granuloma. The patient will be started on treatment with penicillin tomorrow 

Notre: The lesions presented by this patient disappeared promptly after the institution of 
penicillin therapy, leaving atrophic scars 


Sarcoidosis, Treated with Corticotropin (ACTH). Presented by Dr. Bernarp Apprtt, Lynn, Mass 
Scleroderma, Treated with Cortisone. Presented by Dr. Bernarp Appet, Lynn, Mass 
Scleroderma with Skin Graft. Presented by Dr. Paut J. Catinerta, Boston 

Osteitis Fibrosa Cystica, Albright’s Syndrome, Neurofibromatosis? Presented by Da. Paur J. Carenetta. Boston 
Epidermolysis Bullosa. Presented by Dr. Mi 10N HetMaNn, Boston 

Central Nervous System Syphilis, Tertiary Syphilis of Bone and Skin. Presented by De. Curster N. Prasiee 
Boston. 
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Folliculitis Decalvans. Presented by Dr. Maurice M. To_MANn, Boston. 

7impetigo Contagiosa. Presented by Dr. Cuester N. Frazier, Boston. 

Keratosis Follicularis, Presented by Dr. Wittiam J. MACDONALD, Boston. 

Scleroderma, Presented by Dr. Grorce SCHWARTZ, Boston 

?Seborrheic Dermatitis; ? Discoid Lupus Erythematosus. Presented by Dr. Wirtiam J. Macbonatp, Boston 
?Pityriasis Rubra Pilaris. Presented by Dr. Leo Koretsky, West Medford, Mass. 

Chronic Macular Erythroderma. Presented by Dr. JoserH MULLER, Worcester, Mass 


PHILADELPHIA DERMATOLOGICAL SOCIETY 


Bertram Sha‘fer, M.D., Chairman 
Lewis M. Johnson, M.D., Secretary 
Nov. 20, 1953 
Eosinophilic Granuloma Sine Eosinophilia: Lymphocytic Infiltration of the Skin 
(Jessner). Presented by Dr. BENJAMIN A. Gross. 


W. S., a white man, aged 50, was first seen in June, 1952. He presented three discoid, 
elevated, reddish lesions on the right side of his face in front of the ear, one on the left side of 


his forehead, and a small papule on the right side of his nose. These had been present for 


1% months and were asymptomatic. The lesions were infiltrated and had a rubbery feel, and 
there were some dilated follicles present. The clinical impression was sarcoid, lupus erythema- 
tosus, lymphocytoma, or facial granuloma. A biopsy specimen from one of the lesions showed 
the following 

“The epidermis was atrophic at one end of the section and slightly thickened at the other. 
Under the latter position, a moderately thick infiltration of inflammatory cells had taken place 
around certain of the capillaries of the subpapillary plexus, and traces of infiltration extended 
as far down as the midceorium. There was a suspicion that the collagenous bundles were 
degenerated in this region. As to the inflammatory cells, they were partly lymphocytes but 
mostly histiocytes. The latter had pyknotic, deformed nuclei, such as can be caused by pressure 
of forceps, and inasmuch as the surface of the skin was lacerated right here this is doubtless 
the explanation. There were a few polymorphonuclear cells within this infiltrate, and in view 
of the ambiguity of the cell types, an additional biopsy is desirable which will contain a larger 
representation of the infiltrate. Sarcoid was eliminated. The patterning was that of lympho- 
cytoma cutis, but the occasional leucocytes gave pause and served to keep eosinophilic granuloma 
of the skin as a possibility.” 

\ second biopsy revealed the following: “The epidermis was not remarkable. In the corium, 
at least two hair follicles appeared. Their sheaths were slightly atrophic, considering the fact 
that the hair shafts within them were so highly robust in type. They were contorted and 
surrounded by a fairly thick sheath of fairly dense fibrous tissue. The appearances were 
compatible with pili torti with the addition of the old fibrous reaction round about. The second 
and probably independent feature was the sharply demarcated mantle of leucocytes which sur 
rounded the blood vessels and extended as far down as the bottom of the section—at least to 
midcorium. They were closely packed in the immediate vicinity of the blood vessel and did 
not include any eosinophiles. The walls of the blood vessels were not degenerate as in erythema 
elevatum diutinum; on the contrary, they were thickened by connective tissue fibrillae and were 
contracted. Edema was conspicuous by its absence from all parts of the section, another point 
against erythema elevatum diutinum. Summary: The pili tort: were probably incidental; for 
example, the inflammatory infiltrate was not related immediately and significantly to these 
follicles. Rather, it was perivascular. I would not hesitate at a diagnosis of ‘granuloma of 
the face with eosinophilia’ were it not that eosinophiles had not appeared in either of the two 
biopsies. Although it sounds paradoxic, this diagnosis, with ‘sine eosinophilia, would be 
applicable, certainly when the clinical features are considered in addition. A hemogram is 
indicated, and, inasmuch as eosinophilic granulomas sometimes imply leucotic states such as 
Hodgkin's disease, the lymph nodes should receive attention clinically.” 

Phere was some regression following roentgen-ray therapy. The lesion on the nose was 
treated with the actual cautery, after which there was complete disappearance. 
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In August, 1953, there was a recurrence, consisting of several lesions which were annular, 
raised, and brownish-red in the periphery. There were several new lesions on the right side 
of the neck and one on the back. There was no associated regional lymphadenopathy, and 
physical examination was within normal limits. Therapy consisted of quinacrine hydrochloride 
(Atabrine hydrochloride), 250 mg. three times a day for two weeks and then 250 mg. twice 
daily. 


All lesions have regressed to some extent 


DISCUSSION 


Dr. BeNyAmin A. Gross: | should like to make the diagnosis of lymphocytic infiltration 
of the skin. I came to that conclusion after reading the last Bronx Dermatological Society 
reports in which Dr. Jessner presented a group of cases. His clinical and pathological deserip 
tion corresponds to this. The condition responded somewhat to x-ray treatment but recurred 
We treated the lesion on the nose with electrocautery, and it disappeared completely. There 
were other lesions on the side of the neck and on the periphery of the previous lesions and we 
treated them with chloroquine (Aralen) with remarkable improvement 

Dr. H. H. Pereman: Is not eosinophilic granuloma a purely pathologic diagnosis, not a 
clinical diagnosis ? 

Dr. HERMAN BEERMAN: [| think Dr. Perlman has a point. In this section there were no 
eosinophiles, and Dr. Weidman diagnosed it as “eosinophilic granuloma sine eosinophilia.” 

Dr. BENJAMIN A. Gross: Dr. Jessner says these are simply lymphocytic infiltrations of the 
skin. 


Folliculitis with Ulcers Due to Contact with Selenious Acid. Presented by Dr. Louts 
Jarre and (by invitation) Dr. J. H. WartIne 


J. C. G,, a white man, aged 25, presented an eruption on the dorsa of the hands and fingers 
consisting of flat-topped piak papules from pinhead size to 9 mm. in diameter. The smaller 
papules could be identified as follicular. The larger papules presented central depressed crusts, 
occupying all but 2 to 3 mm. of the total diameter of the lesion. There was a patch ef pinhead 
sized papules, some surmounted by tiny crusts, over the left side of the forehead, and a few 
scattered lesions on the chin and left cheek. The mucosa on the nasal septum and turbinates 
was only slightly injected. There was no evidence of septal ulceration. The palms and oral 
mucosa were spared. 

The condition began two weeks ago, a week and a half after the patient took his present job 
of assistant to the head chemist. He handles selenious acid, calcium hydroxide, aluminum 
sulfate, sulfurous acid, and hydrogen sulfide. He produces selenium disulfide, sodium  selinite 
He starts with selenium dioxide, heats this, and fumes come off. A fine spray of selenious acid 
splashes on the skin, chiefly on the hands and forearms. Occasionally his face is struck \bout 
two weeks ago the patient noted an eruption on the dorsum of the right little finger consisting 
of two pink pinhead-sized papules. These gradually enlarged and became crusted in the center. 


Eventually they broke down and emitted a yellow creamy pus. Within the past week they have 


dried, leaving depressed crusts. Similar lesions have appeared over the flexor surfaces of the 
wrists and forearms and the dorsa of the hands. A patch of papules appeared on the forehead 
There is considerable itching. 

A complete blood count and urinalysis were not remarkable except that a few leucocytes 
were observed in the urine. The Kolmer Wassermann reaction was negative; VORL test was 
negative. 

DISCUSSION 

Dr. DovuGcrass A, DecKER: When I first saw this patient, I thought he had chrome ulcers 
I do not know anything about selenious acid, but it 1s interesting to note that selenium can 
produce the same clinical picture as chromium. 

Dr. Louis Jarre: At first | thought this was a chrome case, but the chrome ulcers are 
very indolent; these have subsided since yesterday—30% since then, so far as elevation goes— 


without treatment, just the patient's being away from his work 
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Dr. Joun P. Scurry, Reading, Penn.: Dr. Jaffe has had experience, probably, with the 
plants near Boyertown. I have had one research chemist, a woman, who came in convinced 
that she had selenium poisoning. [ did some patch tests with selenium dioxide and other salts 
and got no results. Has Dr. Jaffe any other information on patch testing in those workers, 
and what has he observed? 

Dr. Louis Jarre: This is the first case I have seen in a selenium worker. | did no patch 
testing. Schwartz, Tulipan, and Peck reported instances of persons having dermatitis following 
contact with selenious acid; they do not go into great detail. There is also a record of persons 
having ulcers following contact with other forms of selenium. I brought this man down in the 
hope that someone else had seen some selenium effects and could give me some information, 

Dre. H. H. PertmMan: How can one tell the difference between a dermatitis caused by 
sulfuric acid (oil of vitriol) and selenium ? 

Dr. Louis JAFFE This man was not ir contact with sulfuric acid. The dermatitis is 
exhibited where the selenious acid spray strikes him. Furthermore, the behavior of these 


ulcers is peculiar. They start as a pinhead-sized papule and enlarge, and then crust appears. 


Usually, if one is burned with acid, the lesion is there to start with. 

lottow-Up Notre: The patient was last seen on Novy. 28, 1953, eight days after presentation at 
the meeting. The eruption continued to subside, but much more slowly. The patient went out 
of town, but a telephone call to the family on Jan. 12, 1954, elicited the information that there 
are still “sears” present but no more pain. This behavior fits the diagnosis of chrome ulcers 


Linear Lichen Planus. Presented by Dr. BertRaM SHAFFER and (by invitation) Dr. RAYMOND Krain and Dr 
Haroip Z, COLBurn. 

Ectodermal Defect—Classification? Diagnosis at Birth: Epitrichal Exfoliation. Presented by Dr. D. M 
Sipiick and (by invitation) Dr. M. S. GreenserG, Dr. R. Krain, and Dr. H. Corpnurn. 

Ectodermal Defect—Classification? Ichthyosis? Possible Congenital Pulmonary Lesions. Presented by Dr. 
D. M. Siptick and (by invitation) Dr. M. S. GreenserG, Dk, R. Kratn, and Dr. H. COLBURN 

Malignant Melanoma Metastatic to Left Subinguinal Lymph Nodes. Presented by Dr. He kMAN BEERMAN and 
(by invitation) Dr. H. Cotspurn and Dr. R. KrRain. 

Abortive Atypical Ichthyosiform Erythroderma. Presented by Dr. BertRAM SHAFFER and (by invitation) Dr. 
R. KRain and Dr. H. CoLBurn 

A Case for Diagnosis. Presented by Dr. H. E. Twintnc and U. S. Navat Hosprtat. 

Chronic Discoid Lupus Erythematosus of Eyelid and Conjunctiva. Presented by Dr. BENJAMIN A. Gross. 

Chronic Disseminated Lupus Erythematosus. Presented by Dr. JoserH V. KLAUDER. 

Lupus Erythematosus, Clinically Discoid but with Symptoms of Systemic Involvement. Presented by Dkr. 
BERTRAM SHAFFER 

Lupus Erythematosus Profundus? Presented by Dr. H. E. Twining. 

Chronic Discoid Lupus Erythematosus of the Eyelid and Adjacent Skin. Presented by Dr. BENJAMIN A, Gross 

Granuloma Annulare, Annular and Papular Type, Very Extensive. Presented by Dr. BERTRAM SHAFFER. 

Granuloma Annulare. Presented by Dr. Herserr A. LUSCOMBE. 

Hereditary Hemorrhagic Telangiectasia (Rendu-Osler-Weber Syndrome). Presented by Dr. BENJAMIN A. Gross 

Pigmented Purpuric Eruption. Presented by Dr. BENJAMIN A. Gross and (by invitation) Dr, H. CoLBurNn 
and Dr. R. KRain 

Schamberg’s Progressive Pigmentary Dermatosis. Presented by Dr. Lewis M. JOHNSON. 

Old Interstitial Keratitis, Rhagades, and Physiognomy of Congenital Syphilis. Presented by Dr. Josepu V 
KLAUDER 

Scleroderma. Presented by Dr. Louis Gotpstein and (by invitation) Dr. R. Krain and Dr. H. CoLrBurn. 

Lichen Sclerosus et Atrophicus. Presented by Dr. D. M. Siptick and (by invitation) Dr. H. Co: Burn and 
Dre. R. KRrain 

Poikiloderma Atrophicans Vasculare with Calcinosis and Raynaud's Syndrome. Presented by Dr. JoserH V 
KLAUDER 


SAN FRANCISCO DERMATOLOGICAL SOCIETY 


C. A. Shumate, M.D., President 


Max E. Krause, M.D., Secretary 
Oct. 19, 1953 


Filariasis With Associated Urticaria Due To Wuchereria Bancrofti. Presented by Dr. 
Watrer J. Core and Dr. Frances M. Keppie. 
The patient, P. D., a 45-year-old Ceylon-born Indian, has as his outstanding complaint 


chronic recurring urticaria of four years’ duration. 


640 


: 
= 


SOCIETY TRANSACTIONS 


In 1935, after the examination of routine blood films, he was given a diagnosis of filariasis 
Except for his chronic urticaria, he has been entirely asymptomatic. From 1935 to 1948 he 
remained untreated. During 1948 and 1949 he received three seven-day courses of diethyl 
carbamazine (Hetrazan), with temporary remission of his microfilariasis but no change in the 
urticaria. 

Physical examination of the patient at the present time is normal. Blood values were as 
follows: hemoglobin 16.6 gm.; white cell count 11,650, with lymphocytes 38%, monocytes 3%, 
neutrophiles 59%, eosinophiles, none. Erythrocyte sedimentation rate 10 mm. Packed cell 
volume 52 mm. The results of serologic tests for syphilis were negative. Studies of the stool 
for parasites were negative. 

On his first visit, blood films were obtained at 10 a. m.; microfilaria were abundant in the 
films. Repeated daily films taken since have all been negative; night films, however, without 
exception, have been positive for microfilaria, the patient thus showing a fair degree of 4larial 
periodicity. 

Thick blood films, stained and unstained, are presented, demonstrating the living and dead 
microfilaria of Wuchereria bancrofti. 


DISCUSSION 


Dr. Paut Fasac: This is the first time that I have seen the Wuchereria bancrofti in the 
United States. Theoretically it suggests the possibility that someone could be infected here, 
as the necessary mosquito vectors are present. However, there is probably not much cause for 
worry, since, usually, prolonged exposure is necessary to acquire the disease. 

Dr. WALTER CoLe: This patient is presented to point up the effect of modern travel on the 
spread of disease. He is a potential source of infection because of the presence in this community 
of the insect vector necessary for its transmission. Since institution of therapy with diethyl 
carbamazine at a dosage level of 2 mg. per kilogram for 24 hours for 21 days, his urticaria has 
completely subsided. 


Congenital Anomaly: (Generalized Vascular Nevus and Hemihypertrophy). Presented 
by Dr. R. R. ALLincron and Dr. H. V. ALLINGTON. 


M. F., an American girl, was first seen by us as a newborn approximately two years ago 
She presents a naevus flammeus involving the upper lip and a generalized superficial vascular 
nevus. The vascular dilatation is irregular, blotchy, streaked, and wavy and gives the impression 
of a generalized cutis marmorata. It has appeared to us that the vascular nevi are somewhat 
paler now than they were at first. The upper lip lesion particularly seems definitely paler. No 
treatment has been administered. 

It was noted when the patient was approximately 3 or 4 months old that the right arm and 
the right leg were distinctly larger than the left. It is probable that the whole right side of the 
body is overgrowing the left slightly, although it is less evident on the face and trunk than 
it is in the extremities. There is no family history of any similar defect 


Acute Disseminated Lupus Erythematosus. Presented by Dr. Krvin Epstein 


Miss A. A., a 22-year-old white woman, was first seen on Feb. 27, 1953. She presented a 
severe red, crusted eruption of her face and neck of two weeks’ duration. Also, she had suffered 
from a dermatitis of her chest, arms, breasts and back six months previously. She used no 
cosmetics other than lipstick. The use of nail polish was disclaimed. She admitted using 
hydrous wool fat, egg shampoo and a cream rinse on her scalp. Patch tests with all these 
substances, as well as with local medications and a deodorant, were negative. With local and 


x-ray therapy the eruption cleared in about two months. Tour months later she went to Reno 


The weather was very hot, and she developed a severe recurrence of the dermatitis on her sealp, 


face, and forearms. She was hospitalized for three weeks. It was discovered that she was 
running an afternoon temperature of 102 FF. She had leukopenia (3,500 to 4,500 white blood 
cells per cubic millimeter). Three unrinalyses gave normal results. There was a mild anemia 
The albumin: globulin ratio was 3.2 to 3.8. No L. E. cells were present in the blood or bone 
marrow. Bone marrow biopsy and puncture showed a hyperplastic marrow of normal structure 


The condition responded well to steroid therapy. The patient continued to have mild recurrences 
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of the dermatitis but was afebrile and able to work. Most of her scalp hair was lost but 
regrew fairly well. She became depressed and was referred to a psychiatrist by her internist 
She was not seen after this (April 14) until July 3. She was readmitted to the hospital on 
that date with a fever, severe eruption, and leukopenia. Urinalysis was negative. L. E. cells 
and clumping were noted in the blood smear. She was in the hospital for three weeks. Since 
then, the fever and eruption have been controlled with corticotropin (ACTH) gel and 
cortisone. At present she has a partial alopecia. There is a patchy, crusted, red, comparatively 
evanescent dermatitis on various parts of her scalp, face, arms, hands, and trunk. She is short 


of breath and complains of some weakness but otherwise has no systemic complaints. 


DISCUSSION 


Dr. WarrerR Weper: It would be impossible to make a clinical diagnosis of lupus erythema 
tosus from the morphological picture as it is seen here this evening, although the two laboratory 
findings of leukopenia and L.. EF. cells in the peripheral blood highly suggest it. The clinical 
findings tonight are those of a seborrheic psoriasis, even to the extent of pitting on all the nails 
I wonder whether the presenter wishes to imply that this dermatosis as we see it this evening 
is one of lupus erythematosus or perhaps he feels that these changes may have something to do 


with the past corticotropin therapy. It is known that the plasma L. E. test has given many 


false positive results, and it would be extremely interesing if Dr. Epstein would give us a 


follow-up report on this patient at the next meeting 

Dr. Ervin Ervsrein: | appreciate Dr. Weber’s discussion. Originally, | thought that the 
patient had a contact dermatitis but the fever and leukopenia convinced me that this was not 
the case. The lesions that she presents tonight are representative of those that she has manifested 
at all times during the course of her illness. Therefore, I should be inclined to consider that 


the lesions that she presents now are those of disseminated lupus erythematosus 


Hansen's Disease, Lepromatous Type. Presented by Dr. R. CLAtbORNE 
Case for Diagnosis: Ritter’s Disease. Presented by Dr. GrorGe LENAHAN 
Case for Diagnosis: Sarcoidosis. Presented by Dr. Epwarp J. RINGROSE 
Porphyria. Presented by Dr. Peter L. Beat 

Erythema Induratum. Presented by Dr. Arne FE. INGLES 

Poliosis and Leukoderma, Presented by Dr. Edward J. Ringrose 
Sarcoidosis. Presented by Da. FRANK M. ALLENDE 

Tuberculosis Cutis. Presented by Dr. Epwarp J. RInGrost 

Actinic Dermatitis. Presented by Dr. Cart K. KAUFMAN 

Case for Diagnosis: Balanitis Xerotica. Presented by Dr. Grorar LENAHAN. 


C. A. Shumate, M.D., President 
Max E. Krause, M.D., Secretary 


William F. Harding, M.D., Editor 
Dec. 18, 1953 


Case for Diagnosis: Kaposi’s Idiopathic Hemorrhagic Sarcoma(?). Presented by Dr 
Rurus C. Rucker, Chico, Calif. 


Mrs. M. R., a 25-year-old American woman, first noted a lump on the side of her left foot 
near the base of the fifth toe five years ago. New lumps on the heel were noticed within a 
few months. All have grown slowly, and others have appeared on the foot. Recently, some 
have become purplish-blue in the center. At times, she experiences throbbing and some of the 
tumors are tender. At the age of 3 years the patient fell and injured her left foot. She did 
not receive medical attention, but was told that she “favored” the left foot for some time after 

Examination. There are about 24 flesh-colored to bluish, firm to spongy nodules and tumors 
on the sides, heel, and dorsum of the left foot, which are elevated and vary in size from 5 mm. 
to 2. em. in diameter. There is one nodule under the great toe, one under the fourth toe, and 


one on the sole There are no lesions elsewhere 
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Laboratory Data—A portion of one nodule was removed for histologic examination. The 
slide 1s presented 

Treatment The group of nodules on the medial side and back of the heel and the group 
near the base of the fifth toe have received 150 r on two occasions with the following factors 
80 ky., 5 ma., 10 in. (25 cm.) distance, 0.5 mm. Al, H\ L 0.98 mm. Al. There has been slight 
regression of some of the lesions. 

DISCUSSION 

Dr. NorMAN Epstein: I do not think a diagnosis of Kaposi's hemorrhagic sarcoma ts 
tenable. First. the age of this girl seems to make it a rather remote possibility, and, secondly, 
the type of lesions and their persistence unilaterally are against such a diagnosis. I be lieve that 
the condition is angiomatous in character The question of possible malignant degeneration 
must be considered Angioendotheliomas may, although rarely, become malignant Surgical 
removal is the treatment of choice 

Dr. EpwarRp RINGROSE Hemangioendotheliomas are spoken of in the literature as 
metastasizing and I think that this is one in which there are metastat lesions already. Histo 
pathologicaly, the lesion looks like a hemangioendothelioma. 

Dr. Rees Rees: I do not believe this is Kaposi's idiopathic hemorrhagic sarcoma or 
hemangioendothelioma. One must, of course, rule out a malignant growth. Several years ago, 
I saw a Chinese girl, aged 9 years, with a solitary lesion on the sole that resembled these rather 
closely. It was bluish-domed as was one of the lesions im this case. Excision showed a simple 
angioma, which did not recur Another child was seen later with three lesions on the sole 
I had these excised also. They proved to be angiomas as well, and, to my knowledge, have 
not recurred. The one case of hemangioendothelioma I have seen followed an injury to the foot 
in a middle-aged man, and the lesions developed rapidly and pursued a malignant cours Phey 
were bright red rather than a dusky venous hue and were fairly firm 

Dr. Pact. Fasat: Dr. Rucker let me see this section a few days ago and | made a diagnosis 
of hemangioma, or possibly hemangioendothelioma After examining the patient, | feel convinced 
that this is not a case of Kaposi’s sarcoma. The tumors in this case are not solid but feel 


the sense that one can express blood. They are arranged along the course of 


angiomatous 
a blood vessel. They are not of the violaceous or brownish color like Kaposi's sarcoma. They 
are seen only in one circumscribed area, unilateral. The histopathologic section shows only 
newly formed blood vessels with some endothelial proliferation but none of the other features of 
Kaposi’s sarcoma 

Dr. Evcene Farrer: It is important to establish a correct diagnosis in this case. If the 
diagnosis is Kaposi’s sarcoma, surgical removal of the leg is of little value because of the 
multicentric points of origin of Kaposi’s sarcoma. If this is a highly malignant sarcoma, surgical 
removal of the lower leg should be considered, inasmuch as this tumor has not been radio 
sensitive. I recall one case in particular in which a leg was amputated on the presumption that 
the patient had a hemangioendothelioma Not too long afterwards the patient developed classical 
lesions of Kaposi’s sarcoma on the opposite leg and on the trunk. In this particular case It ts 
hard for me to visualize congenital arteriovenous fistula or congenital aneurysms appearing 
at the age of 25 for the first time. These tumors are hard, but they are definitely tumors which 
are growing rather rapidly. It is important to excise one tumor in toto and not be satisfied 
with a 5 mm. punch from the margin of one of them It is difficult to differentiate micre 
scopically the angiomatous stage of Kaposi's sarcoma from many of the endotheliomas. Irom 
the short time that I studied this slide this evening my tentative impression ts that this patient 
is in the angiomatous stage of Kaposi's sarcoma 

Dr. Rurus Rucker: The biopsy was not done with a 6 mm. punch; it was an excision 
biopsy. Bleeding was profuse and of the venous type The base was clamped off ind the 
remainder of the nodule excised. This explains the absence of blood in the angiomatous spaces 
| agree that the findings are not consistent with Kaposi's sarcoma, yet | am not willing to accept 
this case as a benign angiomatosis Kaposi's sarcoma has occurred unilaterally Perhaps this 


case represents an angiomatous stage of Kaposi's idiopathic hemorrhagic sarcoma. Further 


studies will be carried out. 
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Case of Subacute Disseminated Lupus Erythematosus. Presented by Dr. Orro E. 
Scumipt, San Mateo, Calif. 


Mrs. A. K., a 71-year-old white housewife, has had a progressive erythematous and slightly 
scaling and crusting eruption involving the face, neck, upper chest, back, and arms for four 
months. 

Her past history includes typhoid fever in childhood, ruptured appendix 32 years ago, and 
tuberculosis 35 years ago, which has remained asymptomatic since that time. As a young 
woman she traveled extensively in sunny climates without difficulty. Two years ago she had 
a “virus flu’ and received oxytetracycline (Terramycin). Thereafter she became worse, running 
an irregular fever with nausea and vomiting, protracted diarrhea and a period of amnesia. She 
slowly recovered over a seven-month period, but has continued to feel weak ever since. 

On March 1, 1953, she was bitten on the right forehead by a cat and two weeks later had 
tender swelling in the right parotid region. On April 1, 1953, a biopsy of the mass revealed a 
focal necrosis of the lymph node, and she had an irregular fever to 101 F. and erythema multi- 
forme lesions of the face, hands, and back. 

Her surgeon prescribed oxytetracycline, and again she had a very stormy course of gastro- 
enteritis with constant diarrhea lasting into June of 1953. Muscular weakuess in her limbs had 
become much more pronounced 

In July, while she was tearing down a honeysuckle vine, her face, neck, anterior chest, and 
arms were sunburned and became quite itchy, as from a dermatitis. When seen in August, 
1953, she had a crusty, slightly edematous dermatitis involving the face around the ears and 
on the outer forearms. ‘This regressed partially under treatment but has since extended to 
involve larger areas. 

Physical examination reveals an obese elderly white woman. The arm and leg muscles are 
weak and tire very easily. Heart and lungs are clear. B.P. 124/70. Over the face, neck, and 
upper chest is a bright red, dry, superficially scaly eruption. A similar eruption is present over 
the outer arms, axillary folds, and upper mid back. In these latter areas there is slight tan 
pigmentation and beginning superficial atrophy. Blotchy red patches are present over the tops 
of the hands and bright red macules at the bases of several fingernails and knuckles. There has 
just developed a patch over the outer left thigh 

Laboratory Data—Normal hemogram. Erythrocyte sedimentation rate 36 mm. per hour, 
corrected. Urinalysis: Sp. gr. 1.016; sugar negative, albumin negative; sediment, many epi 
thelial cells, occasional granular cast. Plasma LE. test: No L.E. cells found. Chest film: 
Minimal fibrosis in left mid lung field and old pleural thickening in right anterior cardiophrenic 
angle. A biopsy specimen from the skin of the back is submitted. 

Treatment.— At the time the patient had cat scratch fever she received cortisone, with prompt 
remission of her symptoms and with no ill effect. During the present illness she has received 
high potency vitamin B complex intramuscularly and vitamin Bi, 100 to 500 7 per dose intra- 
muscularly \fter each of three injections of corticotropin gel intramuscularly, the patient felt 
that her eruption was flared and aggravated. In addition she has received antihistaminics and 


local applications for the relief and dryness of her skin 


DISCUSSION 
Dr. Orro Scumipt: In answer to Dr. Falk’s point, this patient has had a lot of itching 
It occurred to me that she may have pemphigus erythematodes (Senear-Usher syndrome) in 
a state of partial remission. 


Dr. Ray ALLINGTON: With the history of severe shoulder and arm weakness and the almost 


poikilodermal type skin lesions, | feel that dermatomyositis has to be considered in the differ- 


ential diagnosis 

Dre. Orro Scumipt: In answer to Dr. Falk’s point, this patient has had a lot of itching 
and has scratched herself a great deal and I think most of the crusting was the result of excori 
ation which has now healed. With respect to dermatomyositis differentiated from subacute 
lupus, | cannot be sure that the former may not be the diagnosis. She has been confined to 
the house, lying on a couch since this summer, because of extreme weakness. She now has on 
the tops of her fingers and under her fingernails bright red macular lesions which, in my 
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experience, have been rather bad prognostic signs, and she has just developed those lesions 


within the last week. Finally, she has had a somewhat paradoxical reaction to corticotropin 
(ACTH) ina form of gel suspension. 


A Case for Diagnosis: Dermatitis Venenata, Periorbital(?). Presented by Dr. Gitpert 
and Dr. FE. L. Hartow (by invitation) 


History.—Slight periorbital erythema was noticed a few hours after birth. The redness 
persisted. The child is now 9 months of age. Treatment with local measures were at first 
ineffective, and seemed to the parents to make the condition worse; however, in recent weeks 
boric acid compresses and bland ointments have brought about a remission of the acute phase 
Qn one occasion the lesion seemed to flare after fairly prolonged exposure to sunlight. 

Description of Lesions.—There is scaling, dull erythema, and brownish pigmentation of the 
skin about both eyes. There appears to be slight atrophy of the skin in the erythematous 
areas with the borders of the lesions slightly raised. There are several satellite lesions lateral 
to the eyes, one rather prominent depressed area just anterior to the right ear. The lower lids 
show few lashes, while the upper lids show a proliferation of lashes. There is eversion of both 
upper and lower lids 

Physical Examination —Normal infant except for skin findings described above 

Laboratory Findings and Histopathologic Report-—The mother’s blood is negative The 
sections show a small piece of tissue covered by stratified squamous epithelium of normal 
thickness. The underlying dermis contains adnexal structures about which there is heavy 
infiltration by lymphocytes and occasional plasma cells. No angiomatous component is present 
and the tissue submitted does not support a diagnosis of chronic discoid lupus erythematosus 
Diagnosis: Chronic nonspecific dermatitis. 


DISCUSSION 


Dk. EUGENE FARBER: | think that there has been a primary fat necrosis here. We see 
idiopathic fat necrosis in the newborn. This disease is as advanced today as it was two weeks 
after the child was born. There has been no progression of the lesions. Here we can see 
the blood vessels; they are very conspicuous, and this, with the thinning of the epidermis and 
the prominence of the underlying vascular network of the subcutaneous layer, indicates that there 
is no fat or subcutaneous tissue between the eye and the subcutaneous vascular plexus. 

Dr. CrirrForRD BEIRNE \bout three months ago, the lesions were almost psoriasiform in 
appearance. 

Dr. Rees Rees: This periorbital atrophy with veins showing through is reminiscent of acro 
dermatitis chronica atrophicans. There is not much subcutaneous tissue in the eyelids, and the 
amount of recession, with sharply bordering skin of normal thickness, indicates atrophy of the 
skin itself. The preceding inflammatory phase also parallels that which occurs in acrodermatitis 
chronica atrophicans. 

Dr. GitpertT BetRNE: This child was 3 months old when first seen by me. There was 
no family history of psoriasis or seborrheic dermatitis. The lesions appeared as a chronic 
“eczema” at that time and were psoriasiform. The possibility of dermatitis venenata was strongly 
considered. The prophylactic given for ophthalmia neonatorum is not known, but this eruption 
occurred prior to public health approval of penicillin to replace silver nitrate. I believe that an 
acute eczematous process in an infant can result in the amount of atrophy seen at this time 
without the presence of an underlying atrophy producing disease 


Epiloia. Presented by Dr. VirGinta Barnes (Division of Dermatology, Department. of 


Medicine, Stanford University School of Medicine, Service of Dr. Eugene M. Farber) 

History —This 32-year old American woman had an onset of convulsive seizures and a 
nodular eruption of the face at 13 years of age. The severity of the skin lesions has slowly 
increased. She was hospitalized in the Sonoma State Home from 1936 to 1953 because of her 
seizures and mental deficiency, but has been entirely free of seizures for the last four vears on 
treatment with phenobarbital, '4 grain (15 mg.) per day. Mental age was calculated at & vears 
Family history: negative. 
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Physical Examination.—Numerous, confluent, pinkish-yellow, translucent, firm nodules up 
to 2.0 mm. in diameter are present on the bridge and sides of the nose, nasolabial folds, 
malar areas, and chin, and to a lesser extent on the forehead and neck anteriorly. There are 
multiple, fine telangiectases associated with the nodular lesions 

Soft, pink, 1.0 by 2.0 mm. papillomatous growths are seen at the base of the nails of the 
thumb and fourth finger of the left hand. There is deep longitudinal grooving of the finger 
nails of the thumb, index finger, and fourth finger of the left hand 

On the gums and hard palate behind the central upper teeth there are multiple, confluent, 
pink, firm nodules up to 2.0 mm. in diameter 

The histopathologic findings were characteristic of adenoma sebaceum 

Ihe growths at the base of the fingernails were excised in July, 1953, but there has been 


recurrence of the lesion on the fourth finger of the left hand. 


DISCUSSION 


Dr. Anne INGeLS: The lesions were not as disseminated when I first saw this patient. 
She is supposed to be of low intelligence. I believe that this case shows some of the features 
which are usually not mentioned: the fibromatous lesions along the nail base; secondly, the 
irregular hair line which she has, and thirdly, the faulty development of the teeth—in other 
words, the ectodermal features, which are all present in this case, including the high, narrow 
palate. I believe that most of us forget that the affliction can involve any organ in the body, 
not only the brain and the skin. As to the treatment, I think it is remarkable how well the 
skin lesions respond to COs treatment. The cases I have seen responded to the point that the 
family was very happy 

De. Herserr Josern: This syndrome is primarily seen in a younger person. However, 
| see an occasional patient with this in Napa State Hospital, where most of the patients are 
adult psychotics. My impression is that many of them have tuberous sclerosis and do not live 
to very advanced ages. There are approximately 4,000 patients at Napa State Hospital, and 
1 can recall seeing three young adults with adenoma sebaceum in the past four years 

Dr. VirGiInta BarRNES: This case was presented because of the striking clinical appearance 
of the lesions. We are particularly interested in the microscopic sections taken from the digital 
lesions. This patient has a history of mental deficiency, epilepsy, and tumors of the face, fingers, 
and gums which fits the classical description of epiloia. We feel that in the presence of a normal 


EEG, we cannot make a diagnosis of tuberous sclerosis 


Generalized Scleroderma. Presented by Dr. Kowarp J. RINGROs 


Mrs. E. C., a 43-year-old woman of Italian descent, first became aware of a hardening of 
the tips of her fingers, approximately four years ago. Since that time there has been progressive 
involvement of the skin of the hands and forearms to an increasingly severe and incapacitating 
extent, In addition there has been involvement of most of the cutaneous surface to a lesser 
degree, Since the onset she has seen a large number of physicians and has received a great 
variety of treatment, including vitamins by mouth and by injection, cortisone, and chiropractic 
treatment. X-rays are said to have shown involvement of the esophagus and stomach. The past 
history reveals that she had a mastoid operation on her right ear in 1933, an appendectomy in 
1935, and rheumatic fever at the age of 14. Physical examination reveals the fingers to be 
woodeny hard, swollen, contracted, and having numerous abrasions and scars over the inter- 
phalangeal joints. The woodeny hardness of the skin seems to involve the underlying muscles 
and extends upward almost to the elbows. The skin is prominently hyperpigmented in these 
areas, and a less degree of hardness and hyperpigmentation affects the skin generally. Localized 
areas are prominently harder than the surrounding skin. The skin of the nipples and areolar 
areas is spared. There is no lymphadenopathy, splenomegaly, or hepatomegaly 


The patient believes that cortisone made her worse. On Aug. 27, 1953, she started taking 


Natopherol acetate (a vitamin FE preparation), 100 mg. t.a.d. One month later her skin seemed 
softer, but she had developed brightly erythematous, itching areas over the upper chest. The 
dosage was then increased to 200 mg. t.i.d., but after a few days on this dosage she notified me 
that she had developed some hive-like lesions and flatulence, so she was advised to resume the 
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original dosage. On Oct. 16, 1953, she had developed some new active areas over her upper 
chest and at this time vitamin E was discontinued and she was started on trihexylphentidyl! 
(Artane), which was taken in dosages from 1 to 6 mg. At the time of my last examination, she 
seemed to be getting progressively worse, and Natopherol acetate, 100 mg. t.i.d., was resumed 


DISCUSSION 


Dr. GEORGE KuLCHAR: This is a classic case of scleroderma. I think that probably in a 
situation like this, trihexyphenidyl might be tried. 

Dr. H. ALLINGTON: This patient was seen in 1949 in our office by Dr. Lunsford on one 
occasion only. It might be of interest that at that time her fingers felt stiff and swollen and 
inelastic but she could still make a fist and was capable of gripping articles to some extent. 
The atrophic areas on her arm which you saw tonight were already there at that time. There 
was also some question of slight stiffening of the face and the right side of the neck at that time 
Dr. Lunsford gave her vitamin E to take, and she was shortly thereafter seen by Dr. Laurance: 
Kinsell, who felt that significant findings included some badly infected teeth and evidences of 
menopausal change. He, too, noted that she had a presystolic murmur and a history of rheumatic 
fever. Under his advice, all her teeth were removed and she was given ethenyl estradiol and 
calciferol, and for a period of several months she felt that there was some improvement 

Dr. FREDERICK Novy Dr. Ringrose asked for therapeutic suggestions. | heard about 
something new and different the other day that | had known nothing about, and that is the 
stiff-wrist factor. In rabbits and guinea pigs, certain fractions of alfalfa are eliminated from 
their diet. They then develop stiffness in the wrists. Later, if these fractions are still eliminated, 
they develop thickening of the skin, histologically suggestive of scleroderma and later changes 
comparable to dermatomyositis 

Dr. MANUEL ALLENDE: It is my impression that trihexyphenidyl is effective only in. the 
early inflammatory cases of localized scleroderma, and | doubt very much that any changes we 


see now in this patient could be reversible 


Dr. Enpwarp Rincrose: I have given her trihexyphenidyl. She has taken it for approxi 


mately three or four weeks now, and I have seen no benefit whatsoever from it, although 


Kobinson reported beneficial effects in cases which had had the disease for at least four years 
Alopecia Cicatrizata (Pseudopelade, Brocq). Presented by Dra. Grorce T. LeNAHAN 

Granuloma Annulare: Presented by Dr. Eimer EF. Batis 

Case for Diagnosis: Erythrasma(?). Presented by Dr. Hersert Josern 

Generalized Morphea. Presented by Dr. EUGENE M. Farner 

Erythroderma Due to Mali t Lymph Presented by De. Enwarp J. RINGROSE 

Morphea. Presented by Dr. FRANK K. 

Leukoderma. Presented by Dr. Feank K. Haicut 
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ANNOUNCEMENTS 
Duke University School of Medicine Course in Medical Mycology.—<A course in 


medical mycology has been offered regularly during the summer for the past seven years at 
Duke University School of Medicine and Duke Hospital. The course will be offered again 
this summer and has been designed to give the student a working knowledge of the human 


pathogenic fungi and an understanding of the diseases which they cause 


Instruction by members of the departments of medicine, pathology, and bacteriology will 
emphasize the clinical, pathological, and therapeutic aspects of fungus infections. Patients, 
clinical materials, cultures, and laboratory animals will be available for study. An opportunity 
to study pathological materials, gross and microscopic, will be given those whose interest and 
previous training would make this of value to them. The practical laboratory aids which help 


to establish a definitive diagnosis will be stressed. 


The course is open to clinicians, pathologists, bacteriologists, technicians, and others who 
have an interest in the medical phases of mycology. Classes meet six days a week from July 5 
to July 31. 

Inquiries concerning this course should be directed to Dr. Norman F. Conant, Duke Hospital, 
Durham, N. C 


Revision of Constitution of American Academy of Dermatology and Syphilology. 
The American Academy of Dermatology and Syphilology revised its constitution at the recent 
Academy meeting, in December, 1953, to permit membership of physicians living outside th 


United States. The New Section 3 of Article III of the constitution reads as follows 


“Any physician in good standing as a teacher or in research work or with three 
years full-time experience in the practice of dermatology and syphilology in any country 
other than the United States shall be eligible to apply for Non-Resident Fellowship. The 
Committee on Membership shall, if necessary, appoint a special committee to investigate 
any applicant. Requirements for Non-Resident Fellowship shall be approximately 
equivalent to the requirements for certification by the American Board of Dermatology 
and Syphilology.” 

The Constitution further states that “Non-Resident Fellows . . . shall be entitled 
to all privileges of Fellowship except serving as officers, directors or members of 


committees.” 


The American Academy of Dermatology and Syphilology invites qualified dermatologists 
in countries other than the United States who are interested in becoming Non-Resident Fellows 
to write to John E. Rauschkolb, M.D., Secretary, Box 6565, Cleveland 1, Ohio, for a member 
ship application 
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GENERAL NEWS 

Ehrlich Centennial.—On March 10, 1954, a dinner was held in the President's Gallery, 
followed by a meeting in Hosack Hall, of the New York Academy of Medicine, in honor of 
the centennial celebration of Paul-Ehrlich’s birth. Addresses were made by Oswei lempkin, 
Institute of the History of Medicine, The Johns Hopkins University; Ernest Jokl, Valley Forge 
Heart Research Institute: and Cornelius P. Rhoads, Memorial Hospital, New York City 

An exhibit of first editions, photographs, autographed letters, and personal me morabilia of 
Paul Ehrlich, many of which were of extraordinary interest, was on view 

Letters exchanged between John A. Fordyce and Paul Ehrlich on the experimental thera 


peutic use of salvarsan and neosalvarsan (1909-1912) were lent by Paul E. Bechet 


649 


- 
ops. 
ft 
i 


Books 


Viruserkrankungen des Menschen: Ein Lehrbuch der Klinik, Epidemiologie und 
Atiologie der menschlichen Virosen. By W. 1D. Germer, Dr. Med., Chief Physician 
of the Medical Clinic and Lecturer at the University of Tubingen. Price, $4.15. Pp. 190, 
with 47 illustrations. Georg Thieme, Diemershaldenstrasse 47 (14a) Stuttgart-O (American 
zone) (American Agent—Grune & Stratton, Inc., 381 4th Ave., New York 16), 1954. 
This is a monograph on the virus diseases of man, written in German. It is designed to give 
practitioners and medical students a concise picture of the fundamental and clinical aspects 
of virus diseases. The reviewer believes this has been accomplished in a very satisfactory fashion. 
There is a chapter on the general characteristics of viruses and the methods of working with 
them. Under 29 different headings the individual virus diseases are then discussed as to the 
characteristics of the specific virus, the pathology, pathogenesis, epidemiology, clinical and 
laboratory diagnosis, and treatment of each disease. The material includes the latest develop- 
ments, Suitable references for each disease are abundant, and extend through the year 1953 
The 47 illustrations are well chosen; 8 of them are in color. Subject finding is made easy by an 
adequate table of contents and a subject index. The print and paper are excellent. This book 
can be recommended to practitioners who want to bring themselves up to date in this changing 
field. 
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You want—and 
patient appreciates—a_ 
“prescribed-to-fit” ointment 
has all the esthetic 
acceptability of a laboratory 
produced 


POLYSORB- the oint 
base with built-in cosme 
appeal insures a satisfa 


— 
vehicle for gll your ointment prescriptions 
nothing to add but your medicat 
riess, Op imal “sheen” and” 
optimal “sheen” and “slip” 
B Fougera (sorbitan sesquioleate 
a d wax petrolatum mixture) available in 
an also in 5 Ib. and 35 
1. Perrin, S. R.,and Hall 
ot Halpern, A.: Comparative Stud 
of Hydrophilic Absorption Ointment 
2. Perrin, S.R.: Clinical Safety. Pos 
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In She Sield (Vf Alloy 


When patient has history of cosmetic sensitivity, or when cosmetics may 
reasonably be suspected as a contributing if not the etiological factor in 
your patient’s symptoms of allergy, we suggest: 


1) Primary tests with those of our 
products your patient is using or 
contemplates using, to eliminate 
products to which there is no 
demonstrable reaction. (We sug- 
gest patch testing because it simu- 
lates normal conditions of use. 
The inside of forearm is good 
field for these tests.) 


2) Secondary tests with constitu- 
ents of products causing reaction, 
to trace offending agents. (In spe- 
cific cases, on written request, we 
supply testing materials, gratis.) 


3) Modification of formulae, when 
possible, to eliminate ingredients 
to which patient demonstrated a 
sensitivity. (We extend this serv- 
ice to our patrons without extra 
charge.) 


4) Final check tests with modified 
formulae to make certain there is 
no reaction. 


Preparations by Luzier are regularly available in an unscented variation. 
They do not contain orris root or rice starch. Any of their normally harmless 
constituents, however, is potentially allergenic, for which reason we suggest 
testing, when practicable. Fees for such tests are patient’s responsibility. 


LUZIER’S, INC., MAKERS OF FINE COSMETICS . . KANSAS CITY 3, MO. 
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Revlon Face Powder 


fa 


ra 
Revlon ‘Touch Glow’ 
Liquid Make-up 


Revlon ‘Non-Smear’ type 
and ‘Regular’ Lipsticks 


a 


Do you know that these and other Revlon prod- 
ucts have been accepted by The Committee on 
Cosmetics of The American Medical Assoctation... 


and that Revlon products are used professionally 


by more than 90% of the beauty salons of America ? 


Products Corp.,745 Fifth Avenue, New York, N.Y. 
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A “STANDARD” FOR SKIN CLEANSING 


It Cleans Without Offense 


Skin cleansing with CREAM OF SOAP, 
the colloidal cream soap, is a close ap- 
proach to a standard method. Progress 
of treatment is less subject to the vari- 
ables of concentration, dilution hydrol- 
ysis, etc. CREAM OF SOAP is applied 
to the unwetted skin. A brief massage 
prior to rinsing achieves adequate 
cleansing. The duration of massage is 
virtually the only variable. For these 
reasons, many dermatologists make 
CREAM OF SOAP, colloidal cream soap, 
a standard recommendation to patients. 
It cleans without offense. 
You should know this ; 
write for your personal jar 
INCORPORATED 
NEWTOWN, BUCKS COUNTY, PENNSYLVANIA 


ISO-PAR 


BACTERICIDAL ( Coparaftinate ) ANESTHETIC 


FUNGICIDAL STIMULATING 


OINTMENT 


Contains 17% Iso-Par (14 parts Iso-Paraffinic Acids, Ce-Cis, Av. Mol. Wt. 174, modified by 3 parts mixed 
Amine Salts, principally 2-Hydroxy-5-Iso-Octyl-N, N-Dimethyl Benzylamine Salts of Iso-Paraffinic Acids, 
i.e., Iso-Octyl-Hydroxy-Benzyl-Dimethyl-Ammonium-Iso-Paraffinate), Cetyl Alcohol, Beeswax, Titanium 
Dioxide, Lanolin, Petrolatum, Essential Oils 


indicated in 


PRURITUS ANI and PRURITUS VULVAE 


Archives of Dermatology and Syphilology, Feb., 1949: 243-245 
Abdominal Surgery, Bancroft and Wade, 1947: 804 


New and Nonofficial Remedies, 1953:48 


Available at pharmacies. Supplied in 1 Ib., 4% Ib., 1 oz. and '%2 oz. jars. Samples upon request 


Medical Chemicals, Inc., 406 E. Water St., Baltimore 2, Md. 
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for patients 
with cosmetic 
problems... 


another fabulous first! 


Marcelle Cosmetics, Ine., has now developed 
Satin Touch—a new hy po-allergenic face powder 
in cake form. Because powder is basically a fine 
dust. it may aggravate nasal allergies, yet few 
women are willing to forgo its cosmetic advan- 
tages. In Satin Touch the Marcelle Research 
Laboratory has developed a new and unique 
formula from which gum tragacanth, reported 
to be an allergen, usually present in cake powder, 
is eliminated, yet Satin Touch has the texture, 
smoothness and all the cosmetic advantages of 
any powder, 

This newest addition to the Marcelle Hypo- 
Allergenic Cosmetic family is available in’ six 
flattering and fashionable shades that are sure 
to find favor with your patients. 

The original Hypo-Allergenic Cosmetics. First 
to be accepted by the Committee on Cosmetics 


of the American Medical Association. 


for sensitive 
and allergic 


skins 
HYPO-ALLERGENIC. 


COSMETICS 


1741 North Western Ave., Chicago 47, Illinois 
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For those 

who are hesitating 

on the 

threshold of engagement 


or approaching marriage 


THE AGE OF ROMANCE 


by Thurman B. Rice, M.D. 

Training for a happy home hfe . . paths to un- 
popularity planning for parenthood . . the 
ideal honeymoon . . making a happy home 

43 pages, 25 cents 


GETTING READY FOR MARRIED LIFE 


by Howard Dittrick, M.D. 

For the engaged person who has begun to 
seriously consider the responsibilities of mar 
riage . . from personal problems to venereal 
diseases. 

2% pages, 20 cents 


THE WORD YOU CAN'T SAY 


by Hannah Lees 

Emotional and physical causes of masturbation 
in relation to family, friends, normalcy and 
worry. 

8 pages, 15 cents 


MORE HELP FOR THE CHILDLESS COUPLE 


by Joseph I). Wassersug 

Two case histories to help convey information 
on “new techniques,” organic and psychologic 
blocks to conception, and. sterility. 


6 pages, 15 cents 


Jee es for elders concerned with the instruction of the young people 


THOSE FIRST SEX QUESTIONS 


by Thurman B. Rice, M.D 
How to acquaint the curious pre-adolescent with 
the delicate subject of reproduction in a truth 
iul and wholesome manne 


25 cents 


43 pages, 25 


FACTS ABOUT SEX 


by Audrey McKeever 

Questions and answers about sex for the 
ten and thirteen year old. Complete with 
grams of sexual organs and the birth of a baby 


16 pages, 20 cents 


HOW LIFE GOES ON 


by Thurman B. Rice, M.D 

lo help teenage girls prepare for their careers 
of motherhood . progressing through dates, 
engagement and marriage. 

44 pages, 25 cents 


THESE PAMPHLETS OFFER HELP IN THE CHALLENGE OF 
ADJUSTING TO THE SEXUAL SIDE OF LIFE 


BUREAU OF HEALTH EDUCATION 
AMERICAN MEDICAL ASSOCIATION 
535 NORTH DEARBORN - CHICAGO 10 


Enelosed find $.... ior the pamphlet(s) checked at 
the sie 


NAME 
ADDRESS 


STATE 


THE AGE OF ROMANCE, 25 CENTS 


GETTING READY FOR MARRIED LIFE, 20 CENTS 


THE WORD YOU CAN'T SAY, 15 CENTS 


MORE HELP FOR THE CHILDLESS COUPLE, 15 CENTS 


FACTS ABOUT SEX, 20 CENTS 


THOSE FIRST SEX QUESTIONS, 25 CENTS 


HOW LIFE GOES ON, 25 CENTS 


A.M.A. PUBLICATIONS ABOUT YOUR HEALTH, FREE 


A COMPLETE CATALOGUE OF PUBLICATIONS ABOUT YOUR HEALTH WILL BE SENT TO YOU UPON REQUEST 


— 
aa 
*. 
- 
| 
| 
{ 


LUBRIDERM 
Sig. 


Apply liberall 
LUBRIDERM 


LUBRIDERM SAMPLES AVAILABLE ON REQUEST 
TEXAS PHARMACAL COMPANY 


San Antonio, Texas 


TEAAS PRARMACAL SOMPANT 


‘Pleasinjly and eftciently 
servin?, patient and physician 


during, all seasons 


SUPERFATTED 
BASIS SOAP 


*Trade mark} 


For dry sensitive skin 


Available at Prescription Pharmacies 


LABORATORIES, INC 


STAMFORD, CONN., U. S. A. 
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FOR BASIC SKIN 
CARE 


SHEPARD’S 


COLD CREAM 
Designed specifically for thorough 
cleansing 


Contains no lanolin or lanolin 
derivatives 


Available unscented as well as scented 


CREAM LOTION 


Contains sufficient sesame oil to 
lubricate without excess grease 


Not occlusive 
No lanolin or lanolin derivatives 


Available unscented as well as scented 


DRY SKIN CREAM 


Contains a high percentage of lanolin 
in an acceptable form 


Available unscented as well as scented 


SHEPARD LABORATORIES 


6615 N. CLARK ST., CHICAGO 26, ILL. 


Manufacturers and Distributors 


of Fine Cosmetics 
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NOW 
COUNCIL ACCEPTED 


DOME-PASTE 
BANDAGE 


A 4& inch by 10 yard IMPROVED 


Unna’s Paste Boot 


READY FOR IMMEDIATE USE 


NO PRELIMINARY HEATING 
REQUIRED 


EASILY APPLIED 


Remains fresh and soft indefinitely, 
because it is packed in a special 


airtight container. 


Indicated for the effective 


treatment of 


VARICOSE ULCERS 


DOME CHEMICALS INC. 
109 West 64th Street New York 23, N. Y. 
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‘WRIGHT'S 


Liguor Carbonis Detergens 


SOLUTION 


In the wide range of skin dis- 
orders amenable to coal tar 
therapy, WRIGHT'S Liquor 
Carbonis Detergens SOLU- 
TION gives you all the time- 
tested therapeutic advantages 
of crude coal tar without its 
messy unpleasant features. 


Prescribe WRIGHT'S Liquor 


1. Ellis, C. C., and others: 

Psoriasis with Liquor Carbonis Detergens, 
Invest. Dermat. 10:455, 1948. 

2. Sulzberger, M. B., and Wolf, J,: a 


Carbonis Detergens SOLU- 
TION for incorporation into 
cosmetically acceptable, phar- 
maceutically elegant oint- 
ments or lotions, or undiluted 
for ‘painting’ psoriatic lesions. 
WRIGHT'S Liquor Carbonis 
Detergens SOLUTION may be 
added to the bath water for 
generalized dermatoses. 


E. FOUGERA & COMPANY, INC. 
75 Varick Street, New York 13, N. Y. 


W en e esl 
: 
> 
| 
Essentials of Diagnosis and Treatment, 
Chicago, Year Book Publishers, Inc., 1952, 


The. | IN clinical advantages of rapid absorption, 
wide distribution in body tissues and fluids, prompt 
response and excellent toleration, . “by the 
extensive experience of physicians in successfully 
treating many common infections due to susceptible 
gram-positive and gram-negative bacteria, rickettsiae, 


spirochetes, certain large viruses and protozoa, have 


Brand of oxytetracycline 


as a broad-spectrum antibiotie-of choice 


PFIZER LABORATORIES, Brooklyn 6, N.Y 
Division, Chas. Pfizer & Co., Inc 
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- ay FOR A MORE EFFECTIVE OFFICE PRACTICE — 


Profit from the experience of thousands of other L-F users, 
choose the Model SW 660 short-wave Diathermy. It’s 
simple to operate, easy to use and SAVES hours of your 
time. With this diathermy, there’s no need for the busy 
doctor to refer or defer diathermy treatments. Prescribe 
for and treat your patients in your oflice. 


THE LIEBEL-FLARSHEIM COMPANY 


CINCINNATI 15, OHIO 
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there's a new Picker "Zephyr" 


aifferent 
powernead that's ¢ 


it's only the ee ting 


it’s low-priced about hair what 


pay 

for the famed heavy-duty Zephyrs with the separate tubes, cables, 
transformers, and coolers that enable them to carry the work load of the 
busiest therapy departments and offices. It uses, instead, a version of 

the rugged self-contained tube-transformer unit developed by 


Picker for the newest U. S. Military Field X-Ray Unit. 


Here’s a machine that will be equally at home in a newly 


opened office or in the busy established practice faced 


PICMER RAY CORPORATION 


y White Plo NY 


with the problem of “overflow” patients 


it's the 


Minor 


x-ray therapy unit 


ask your local Picker representative for details 
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